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PEEFACE TO THE SECOND 

EDITION. 



In revising this work, it seemed desirable, for reasons 
which will perhaps be sufficiently obvious, to give it 
more the character of an English work, and less 
that of a German one done into English. A few 
trifling alterations have, therefore, been made in the 
text, and some omissions, but none that have not 
been motived by the consideration that the aim of the 
work should be to teach English midwives how they 
themsel\jes must act, rather than the course prescribed 
for German midwives. A small number of notes 
have been added, which are distinguished from the 
text by being placed within brackets. 

No liberties have been taken with the main body 
of the work, which remains as it did in the former 
issue. The testimony of the Medical and Scientific 
Press as to its merits as a teaching manual, which 
has been supported by the fact of its retranslation 
into another language (the Portuguese), led to the 
conviction that any material alterations would be 
unwise. From these the translator has therefore 
refrained. 

Liverpool, Sept, 1884. 
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After a Commission of Experts, called by the Boyal 
Ministry in the autumn o£ 1873, had declared a new 
Handbook of Midwifery for the use of midwives to 
be proper and- desirable,, the Boyal Ministry, on the 
proposition of the Commission, charged Professor 
litzmann, Director of the School for Midwives and 
of tlie Lying-in Institution of Eliel, with the composi- 
tion of the work. His task having been accomplished, 
the work was communicated to the other members of 
the Committee at several sittings, and, together with 
revision notes drawn up by the various members of 
the Committee, was deliberated upon. The number 
and choice of the illustrations to be inserted in the 
work were determined, and the revision notes, as far 
as they met the approval of the Committee, were 
handed over to the author for use during the final 
revision of the work. The Committee had laid down 
the principle that midwives should really be educated 
with a view to skilled observation and attendance, and 
that their operative interference should be limited to 
the smallest possible amount. But insurmountable 
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difSculties prevented the complete carrying out of 
this principle at the time. The Boyal Ministry had 
required the collected provincial Governments, after 
hearing the Kreis-Physikus, or district medical officer, 
to report on the degree of authority needful to a mid» 
wife in the practice of her calling. ]6Vom the answers 
given in, it acquired the conviction that in a not 
inconsiderable number of country districts, on account 
of the scanty supply of medical men, and the want 
of means of communication, medical assistance during 
labour was either not procurable at all, or with such 
a loss of time that the patient was frequently left to 
the sole care of the midwife; and that, this being 
so, in such cases of need the midwife should be 
allowed authority to make use of operative treatment 
within certain limits. For the future, therefore, in 
certain conditions which will be mentioned ii(iore 
particularly in the Handbook, the midwife will be 
permitted in footling cases not only to free the arms, 
draw down the head and extract it from the pelvis, 
after the child is bom as far as the breast, but if the 
navel cord is down at the same time, and the pulsa- 
tion in it is becoming weaker and slower, she is to 
draw down the child by the feet before the hips are 
bom; moreover, in cross births she is to turn the 
child by the feet. Finally, after the birth of the 
child, if the haemorrhage threatens to be dangerous, 
and it cannot be stopped by any other means, she is 
to separate and remove the placenta herself. But this 
authority, duly allowed to the midwife in a case of 
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necessity, in no wise releases her from her first duty 
of informing herself , in every case of labour, as early 
as possible, by careful and accurate e2[amination, as 
to the possible presence of some irregularity, and of 
insisting with all earnestness on a medical man being 
sent for in every case in which the Handbook gives 
directions to that effect. 

In towns, as well as in more thickly populated 
country districts, where the means of communication 
are sufficient, the midwife, if she performs her duty 
conscientiously, will almost always be able to procui-e 
timely medical assistance, and she would therefore 
take a grave responsibility upon herself by bringing 
herself into the position of being obliged personally 
to operate in place of a medical man. Moreover, in 
those districts where it wiU appear doubtful before- 
hand whether medical aid can be procured at all, or 
in proper time, the midwife must never delay to send 
for a medical man (relying on the authority given to 
undertake the management herself, in case of need), 
but on the contrary she must be the more diligent to 
find out any irregularity as early as possible. 
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What in Germany is undertaken by the State is in 
our own country left to private enterprise as far as 
relates to the education of Midwives. 

In offering an English version of the official Hand- 
book of Midwifery for Prussian Midwives (Lehrbuch 
der Geburtshiilfe fiir die Preussischen Hebammen) to 
the public, I do it with the conviction that there is 
room for it, and that it will help to supply a great 
and long-needed want. I venture to hope that it 
will prove useful not only to the class for whom it 
is more immediately intended, but also to such stu- 
dents and practitioners as may honour me by looking 
into it. 

In the United Kingdom, at any rate, those cases 
will be extremely rare in which it will be the duty 
of the midwife to perform obstetric operations her- 
self ; but as such most certainly will occur, especially 
in thinly populated districts, every thinking person 
must acknowledge that the midwife ought to know 
how to save life in such extremities. 

The present translation was nearly completed at 
the date of publication of a recent English work on 



• • • 



VUl PREFACE. 

necessity, in no wise releases her from her first duty 
of informing herself , in every case of labour, as early 
as possible, by careful and accurate e2[aminat]on, as 
to the possible presence of some irregularity, and of 
insisting with all earnestness on a medical man being 
sent for in every case in which the Handbook gives 
directions to that effect. 

In towns, as well as in more thickly populated 
country districts, where the means of communication 
are sufficient, the midwife, if she performs her duty 
conscientiously, will almost always be able to procui-e 
timely medical assistance, and she would therefore 
take a grave responsibility upon herself by bringing 
herself into the position of being obliged personally 
to operate in place of a medical man. Moreover, in 
those districts where it wiU appear doubtful before- 
hand whether medical aid can be procured at all, or 
in proper time, the midwife must never delay to send 
for a medical man (relying on the authority given to 
undertake the management herself, in case of need), 
but on the contrary she must be the more diligent to 
find out any irregularity as early as possible. 



TEANSLATOE'S PEEFACE. 



What in Germany is undertaken by the State is in 
our own country left to private enterprise as far as 
relates to the education of Midwives. 

In offering an English version of the official Hand- 
book of Midwifery for Prussian Midwives (Lehrbuch 
der Geburtshiilfe fiir die Preussischen Hebammen) to 
the public, I do it with the conviction that there is 
room for it, and that it will help to supply a great 
and long-needed want. I venture to hope that it 
will prove useful not only to the class for whom it 
is more immediately intended, but also to such stu- 
dents and practitioners as may honour me by looking 
into it. 

In the United Kingdom, at any rate, those cases 
will be extremely rare in which it will be the duty 
of the midwife to perform obstetric operations her- 
self ; but as such most certainly will occur, especially 
in thinly populated districts, every thinking person 
must acknowledge that the midwife ought to know 
how to save life in such extremities. 

The present translation was nearly completed at 
the date of publication of a recent English work on 



CONTENTS. 



PART I. 

INTBODUCTION § 1 

SECTION I. 
The Stbuctube and Functions of the Human 

Body in General §§ 2—11 

SECTION II. 

The Structure and Functions op the Female 
Body in Particular § 12 

Chapter I. 
The Female Pelvis . . . . . . §§ 13—27 

Chapter II. 
The Female Genital Parts § 28 

1. External Genital Parts . . . . §§ 29, 30 

2. Internal Genital Parts. .... §§31—36 

3. Breasts ........§ 36 

PART II. 

PREGNANCY, LABOUR, AND CHILDBED IN THEIB 
REGULAR COURSES, 

SECTION I. 

Pregnancy in its Regular Course, and the Relation 

OF the Midwife thereto. 

Chapter I. 
Pregnancy in General § 37 

Chapter II. 

The Regular Development of the Ovum within 

the Womb, and the Human Embryo . .. §§ 88 — 46 



• • 



XU CONTENTS. 

Chapteb III. 

The Changes that take place in the Female Body 

daring Pregnancy §§ 47 — 55 

Chapteb IV. 
Eiuiminations of Pregnant Women . . §§ 56 — 62 

Chapteb V. 
The Signs and Calculation (Time-reckoning) of 

the Period of Pregnancy • . . . §§63—67 

Chapteb VI. 

The Duties of the Midwife in Relation to Regular 

Pregnancy §§ 68, 69 



SECTION II. 

Regular Laboub, and the Duties of the Midwife 
IN connection therewith. 

Chapter I. 
Labour in General §§ 70—72 

Chapter II. 
The Expulsive Powers of Labour . . . . §§73 — 77 

Chapter III. 
The Course of Labour and its Periods (Stages) . §§ 78—87 

Chapter IV. 

The Regular Position of the Child and its Passage 

through the Pelvis §§ 88—94 

Chapter V. 

The Duties of the Midwife in connection with 

Regular Labour §§ 95—122 



SECTION III. 

Regular Childbed, and the Duties of the Midwife 
IN connection therewith. 

Chapter I. 

The Changes that take place in the Female Body 

during Childbed §§ 123—127 



CONTENTS. ZUl 

Ghapteb II. 
The Nursing of Lying-in Women . . . §§ 128—138 

Chapter III, 
The New-born Child §§ 139—142 

chapteb rv. 

The Nursing of New-bom Infants . . . §§ 143—147 



PART III. 

IRREGULAR PREGNANCY, LABOUR, AND CHILDBED, 



SECTION I. 

IRBEGULAB PbEONAKCT § 148 

Chapter I. 

Faulty Positions of the Womb and Vagina during Pregnancy : 

1. Retroversion of the Womb . . . . §§ 149—152 

2. Falling of the Womb and Vagina . . §§ 153—158 

Chapter II. 

Haemorrhages from the Womb during Pregnancy : 

1. Haemorrhages from the Womb during the 
first Twenty-eight Weeks of Pregnancy, and 

Abortion §§ 169—170 

2. Uterine Haemorrhages during the last Three 

Months of Pregnancy, and Premature Labour §§ 171 — 186 

Chapter IIL 

Watery and Bloody-watery Uterine Discharges 

during Pregnancy §§ 187, 188 

Chapter IV. 

Swelling of the Lower Extremities, and Varicose 
Veins on the L^s and External denital 
Organs during Pr^ancy . . . . §§ 189 — 193 

Chapter V. 

Ruptures in Pregnant' Women . , . .§§194,196 

Chapter VI. 
Vomiting in Pregnancy » . . . . § 196 



J 



XIV CONTENTS. 

CHAPTBB VII. 

Death of the Foetus during Pr^nancy . . §§ 197—1^ 

Ohapteb VIII. 

Pregnanoj outside the Womb (Extra-uterine 

Pregnancy) §§ 200—20 

SECTION II. 
Ibbequlab Laboub § 204 

I Irregvlar Lahour dependivig on the Mother, 

Chapteb I. 

Irregular Pains § 205 

1. Too strong Pains §§ 206— 2C 

2. Too feeble Pains §§ 209—21 

3. Too painful Pains || 214—21 

4. Spasmodic Pains §§ 217 — 21 

Chapteb IL 

Faulty Positions of the Womb during Labour : 

1. Leaning or Obliquity of the Womb . . §| 220—22 

2. Falling of the Womb complicating Labour . § 228 

Chapteb III. 

Faulty Condition and Position of the Mouth of 

the Womb §§229—22 

Chapteb IV. 
Rupture of the Womb and Vaginal Arch . . §§232—23 

Chapteb V. 
The Ill-formed Pelvis §§ 236—2^ 

Chapteb VI. 

Some Defects of the Vagina and External Oenitals : 

1. Contraction and Closure of the Vagina ; 

Narrowness of the Genital Fissure . . § 250 

2. Falling of the Vagina § 251 

3. Haemorrhage from Bents of the Vagina ; 

Blood-tumour of the Vagina and External 

Genitals §§252—25 

4. Venereal Discharges from the Vagina ; Vene- 

real Ulcers in the Vagina and on the 

External Genitals §§ 255, 256 

Chapteb VII. 
Puerperal Convulsions §§ 257 — ^26 



CONTEITTS. XV 

II. Irregular LaJxmr depending on the Child and othtn* 

parts of the Ovum, 

A. Irregular Labour depending on the Child. 

Chaptkb I. 
Irregular Presentations §§ 262, 263 

1. Irregular Head Presentations . . §§ 264—269 

2. Face Presentations §§ 270—274 

3. Pelvic Presentations (Breech, Foot, and Knee 

Presentations) ......§§ 275—288 

4. Descent of an Arm or Foot along with the 

Head §§289—291 

5. Cross Births §§ 292—303 

Chaptkb II. 
Irregular Size and Form of the Child . . . §§ 304—307 

Chaptbb III. 
Death of the Child during Labour . . . §§ 308—312 

B. Irregular Labour depending on the Remaining Portions 

of the Ovum. 

Chapteb I. 
Irregular Conditions or States of the Membranes and Waters : 

1. Irregular Conditions of the Membranes . §§ 313, 314 

2. Irregular State of the Waters , . . §§ 316—818 

Chapter II. 
Irregular Conditions of the Navel Cord • 

1. Descent of the Cord §§ 319—322 

2. Irregular Shortness of the Cord . . . § 323 

3. Rupture of the Cord §§ 324, 325 

Chaptbb III. 
Irregular Conditions of the Placenta : 

1. Premature Separation of the Placenta during 

Labour §§ 326—328 

2. Delayed Separation of the Placenta (Re- 

tained Placenta). — This is considered in 
the following Section. 

C. Plural Pregnancy and Labour . . . §§ 329—334 



XVI 



CONTEITTS. 



SECTION III. 

ibbegulab and unhealthy conditions of motheb and 
Child in the Afteb-bibth Pebiod and in the Houbs 

IMMEDIATELY FOLLOWING LABOUB. 

Chapteb I. 
Irregular and Unhealthy States of the Mother : 

1. Irregular Discharges of Blood from the 

Genital Parts §§335—344 

2. Delayed Separation and Expulsion of the 

After-birth '§§ 345—348 

3. Inversion of the Womb . . . . §§ 349—351 

4. Bnpture of the Perinsemn . . . . §§ 352 — 354 



Chapteb II* 
Apparent Death of the Child 



§§ 355—361 



SECTION IV. 
Ibbegulabities dubino Childbed , 

I. Diseases of Lying-in Women: 

Chapteb I. 

Diseases of Lying-in Women in General, and 
Puerperal Fever ....,, 

Chapteb II. 
Some other Diseases of Childbed : 

1. Painful After-pains 

2. Swelling and Inflammation of the External 
* Genit^ Parts . 

3. Hemorrhage from the Womb 

4. Displacements of the Womb 

5. Disorders of the Bladder 

6. Disorders of the Bowels 

7. Affections of the Breasts 

II. Some Diseases of New-born Infants 
Appendix 



§362 



§§ 363—369 



§370 

§371 

§§372, 373 
§§374, 375 
§§376, 377 
§§378, 379 
§§ 380—382 

§§ 383—400 

§§ 401—407 



I 



HANDBOOK 



ov 



MIDWIFERY FOR MIDWIVES. 



PAET I. 



INTRODTJCTION, 

§1- 
It is the duty of the midwife, not only to give the 
necessary help to the woman in labour, but also to 
assist by her advice during pregnancy ; and, after the 
birth of the child, to see that the first duties are per- 
formed to the mother and new-born infant, in part 
personally, and in part by directing and overlooking. 

The midwife is, however, authorised to take sole 
charge only when the course of the above-mentioned 
processes is regular. She must, therefore, seek to 
recognise every irregularity as early as possible, so 
that the assistance of a medical man may be procured 
in time. 

In order to obtain a correct understanding of preg- 
nancy, labour, and childbed, however, it is absolutely 
necessary to have some knowledge of the anatomy 
(structure) and functions of the human body in general, 
and of the female in particular; but above all, a 
knowledge of the female organs of generation. 

1 
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SECTION I. 

STRUCTURE AND FUNCTIONS OF THE HUMAN 

BODY IN GENERAL. 

§2. 

The body is composed of hard, soft, and fluid 
portions. The hard portions are the bones, which in 
some places are surrounded by the soft parts — the 
flesh; and in others, in conjunction with the flesh, 
form the cavities which contain the internal organs. 
The bones, therefore, principally decide the shape of 
the body, and taken altogether are called the skeleton. 
They are either united together immovably or attached 
to each other by joints which allow motion. The ends 
of the bones which form part of a joint have a smooth 
covering of cartilage, or gristle, and are surrounded 
by sinewy bands, which keep them in proper position. 
Movements are caused by the action of the muscles. 
These are red, fleshy bundles, which inin from one 
bone to another. They are of various shapes, and 
run in various directions. When these bundles draw 
up and shorten themselves, the bones to which they 
are fastened are moved towards each other. 

The whole surface of the body, with the exception 
of a few openings,, is covered with skin, and under- 
neath this a layer of fat is spread out like a cushion. 
In some places the skin is overgrown with hair, and 
at the ends of the Angers and toes it produces the 
nails. 

§3. 

Prom its outward form the body is divided into 
head, trunk, and timbs. 

§4. 

The head consists of the skull and the face. The 
bones of the skull, which in earliest infancy are 
separate, and joined together loosely, become firmly 
united in later life, in parts even grown together, and 
form a bony case, which encloses the brain. The 
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bones of the face are immovably united together from 
birth, with the exception of the lower jaw, which is 
connected to the temple-bone by a joint. 

§5. 

The trunk we divide into neck, chest, and belly or 
abdomen. The bony framework of the trunk is prin- 
cipally formed by the spinal column or backbone, and 
the pelvis. The spinal column consists of twenty-four 
pieces called vertebrce; seven of these belong to the 
neck, and are called cervical vertebrae ; twelve to the 
back, called dorsal vertebrae; and five to the loins, 
called liumbar vertebrae. The vertebrae are bony 
rings, provided with pointed processes or offshoots; 
these rings are placed one upon another, and united 
together in such a manner, by joints ^and cartilaginous 
or gristly surfaces, as to be movable one upon another. 
They thus form a flexible canal running from the 
cavity of the skull downwards, and containing the 
spinal cord or marrow. The upper cervical vertebra 
is also united to the skull by a joint. To each of the 
twelve dorsal vertebrae a rib is attached on the right 
and on the left, in such a manner as to allow some 
movement. These twelve ribs of each side are curved 
forwards into an arch,, and (the two lower on each side 
excepted) are united by cartilage to the breast-bone, 
or sternum, which lies in the middle Hne in front. By 
the union of these parts the chest or thorax is formed. 
Below the lumbar vertebrae, the downward continua- 
tion of the spinal column forms the saorum, as the 
broad bone behind the hips is called, and the coccyx, 
or little rump bone. These two bones, by their union 
with the two hip-bones, form a large bony ring called 
the pdvis. The principal contents of the chest are 
the heart, the great blood-vessels, and lungs. The 
cavity of the chest is separated from that of the 
abdomen by a fleshy-ligamentous division-wall called 
the dia/phragm, or midriff. The cavity of the abdo- 
men, which runs downwards directly into the pelvis>. 
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is bounded behind by the vertebral column, but at 
the sides and in front, only by soft parts, — the mus- 
cular abdominal walls. The muscles unite in front, 
in the middle of the abdominal wall, in a stripe called 
the white line, or linea alba, A sunken scar is seen 
on the skin covering the abdomen — the navel (see § 
141). In the cavity of the abdomen are the organs 
of digestion and of excretion, or separation of urine. 
Of the pelvis, its cavity and contents, we shall speak 
more in detail further on. 

§6. 
The limbs are divided into upper and lower. The 
upper, or arms, are united to the shoulder-blades by a 
joint at the upper part of the chest. The shoulder- 
blade is a flat three-cornered bone, lying behind or 
upon the posterior surface of the chest, near the spinal 
column ; the collar-bone, attached by loose joints, at 
one end to the upper part of the shoulder-blade and 
at the other to the breast-bone, thus connects the two 
together. In each arm we distinguish the upper arm, 
which contains but one bone ; the forerarm, which 
contains two bones — the radius, running up the arm 
on the thumb side, and the ylrm, on the opposite side ; 
and the hamd, consisting of the wrist, the mid-hand, 
and the fingers. The lower limbs, or legs, are in- 
tended to carry the trunk. The thigh-bone of each 
side, by its ball-joint, fits into a socket on the outer 
surface of the hip bone, called the acetahvlum. In 
the knee-joint, the thigh-bone is united to the two 
leg bones — the thick shin-bone, or tihia, and the thin 
splinter-bone, ovjibula. Besides this, in the front part 
of the joint there are round flat bones — the knee-pans. 
In the foot we distinguish, the same as in the hand, 
the ankle with the heel, the mid-foot, and the toes. 

§7. 

During life, the constituent parts of the body ex- 
perience a constant wearing out by use. The worn-out 
materials are being constantly separated by organs 
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adapted to the purpose, to be constantly replaced 
by new. Compensation for this wear-and-tear is 
made partly by the taking-in of food and partly by 
breathing. Food is first taken into the mouth, and 
here prepared by chewing and mixing with aalivay or 
spittle. It afterwards passes through the (zsophagus, 
or gullet, a skinny or membranous tube descending in 
front of the spinal column, through the midriiF and 
into the stomach, whiich lies in the middle and upper 
part of the abdominal ca\ity. Here digestion begins, 
by the action of the gastric juice, or juice of the 
stomach. The fluid food-pulp, thus changed, is now 
driven by the movements of the stomach into the 
duodenwm, or twelve-finger gut, where the juices of 
the gut, and of the intestinal glands, and the gall 
from the gall-bladder, are mixed with it. The gall 
is prepared by the liver, which lies in the abdominal 
cavity to the right of the stomach. The pulp is then 
driven into the small intestines, where its conversion 
into chyle is completed by the action of the intestinal 
juices. This chyle is sucked up by the absorbent 
vessels as it passes along, and is conveyed by them 
into the great blood-vessels of the chest, and thence 
into the heart. The remaining undigested portions 
of the food pass on into the colon, or large intestine, 
and are then emptied out of the body, as dung, by the 
rectum. 

§8. 

The blood is brought into contact with the air 
around us by breathing. As the chest expands by 
inspiration — or drawing-in of the breath — the air 
passes through the openings of the mouth and nose, 
into the trachea, or windpipe, which lies in front of 
the gullet, and thence into the bronchial or air tubes, 
thus filling the lungs. The dark red blood streaming 
hither from the heart takes up oxygen from the air, 
which gives it a bright red colour, and gives in ex- 
change watery vapours and carbonic acid, which escape 
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from the l^mgs in expiration. Oxygen is just as 
necessary for the maintenance of life as food. 

§9. 

The blood is the fluid which is constantly carrying 
the material needed for the nourishment of the various 
parts of the body to their destination, and at the same 
time carrying off the material which has become use- 
less in consequence of their activity. It flows out 
from the heart through membranous tubes — the 
arteries which beat or pulsate with the heart. These 
vessels, as they branch more and more, force their 
way into every part, until at last, little by little, the 
minuter branches take an opposite xiirection (become 
•veins), and unite into lai:ger ones within which the 
blood streams back again into the heart. The heart 
-is a hollow muscle, lying in the cavity of the chest 
between the two lungs. In healthy grown-up people, 
it contracts or beats from seventy to eighty times a 
minute, and by means of this contraction drives the 
blood through the vessels. It is divided into a right 
and a left half by a division-wall. The vessels running 
off from the left side of the heart carry the bright 
red blood, which has been freshened by passing through 
the lungs, into the various parts of the body. They 
are called arteries because they were formerly believed 
to contain air, or vital spirit. In the minutest 
branches of the arteries, where the mutual interchange 
of material takes place, the blood loses its bright red 
colour, and becomes dark red. In this condition it 
returns to the right side of the heart, just after it has 
received the chyle, which has been elaborated from 
the food. The contractions of the right heart drive 
the dark blood into the lungs through its arteries^ 
and it is in the minute branches of these that it 
regains its bright red colour. From here it passes 
back into the left heart, through the pulmonary veins, 
or veins of the lungs, to again commence its course 
through the body. 
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§ 10. 

The separation from the blood of material that has 
been used, or is no longer usable, takes place, as we 
have seen, in part in the lungs, by the escape of 
carbonic acid gas and watery vapour. A similar 
watery evaporation is constantly taking place from 
the skin, sometimes to a greater, sometimes to a less 
extent. Under certain circumstances, water in a fluid 
form (sweat) is also given off. Amongst the most 
important separating or excretory organs are the 
kidneys J which lie in the upper and back part of the 
abdominal cavity, close to the vertebral column. 
They separate the urine from the blood 5 after sepa- 
ration it passes through two thin membranous tubes 
— the ureters — into the bladder. This organ is pro- 
vided with a muscular covering ; and when the urine 
has collected to a suflScient quantity, the contraction 
of this drives ' it out through the urinary passage, or 
urethra. 

§11. 

As the arteries branch out from the heart, so in 
like manner do the nerves branch out from the brain 
and spinal marrow, as cords or threads, composed of 
delicate fibres. These pass into every part of the 
body, and keep up the communication between the 
distant and central parts. Through these the muscles 
receive from the brain and spinal cord the stimulus or 
impulse to contraction, by which movements are made. 
On the other hand, other fibres or cords, carrying the 
impressions received from without, run to the brain, 
where they reach us as sensations. For special sensa- 
tions, there are special provisions — the organs of sense, 
which are in immediate connection with the brain; 
namely, the eyes for seeing, the ears for hearing, the 
nose for smelling, the tongue for tasting. The sense 
of feeling is present all over the body, with the excep- 
tion of the hair and nails, which are not provided 
with nerves of sensation. Sensation is most delicate 
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at the finger ends. A sharp irritation of the nerves 
of sensation, by pressure, tearing, or the like, caused 
pain. 



SECTION II. 

THE 8TB.UCTURE AND FUNCTIONS OF THE 
FEMALE BODY IN PARTICULAR. 

§12. 

The female body is distinguished from the male, 
not by the difference of the genital organs alone. The 
height of the body is usually less, the structure of the 
bones is finer, the muscles are weaker, the limbs are 
rounded off more softly, by a greater development of 
the cushion of fat beneath the skin. The shoulders 
are narrower, the hips wider, the cavity of the chest 
smaller, the abdominal cavity more roomy. On the 
whole the pdvia is modelled alike in both sexes, except 
that that of the female is distinguished by its lesser 
depth and greater width. As the greater part of the 
genital organs lie within the pelvis, and as in labour 
the child must pass through it, it is of very great 
importance in relation to pregnancy, and particularly 
in regard to labour. The female pelvis therefore 
belongs to, if it is not one of, the sexual parts con« 
cemed in labour. 

In the following descriptions the midwife must 
think of the body as standing upright, and imder- 
stand the terms "above," "below," "before," "behind," 
accordingly. 



CHAPTER I. 

THE FEMALE PELVIS. 

§13. 

The mature female pdivis is formed, as we have 
already seen, of four bones — the sacrum, coccyx, and 
the two hip bones. 
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The sauram forme the back or posterior wall of 
the pelvis It has a three-cornered or wedge-shaped 
form, 18 broader and thicker above becomes narrower 
and thinner below, and ends in a blunt point The 




Fig. 1. The female peMa, Bhowing Its connecSon with tiro Imnbar 
Tettflhm and th« tiiigh-bonea. 

poeterior surface iu aiclied, and shows a middle and 
two side rows of elevations, of which the middle one 
is the most marked, Th e smooth anterior surface is 
hollowed out, as well from above downwards, as also, 
but to a lesser degree, from side to side. 

On both surfaces four to five pairs of holes are 
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observed, through which nerves pass. These nerves 
come from a canal inside the bone, which is a continu- 
ation of that of the spinal column. 

In childhood the sacrum consists of five separate 
bones, which are called false vertebrae, and which at a 
later period grow together. This separation in child- 
hood can still be recognised by four bony ridges, 
which run across the sacrum between the holes. The 
sacrum is united to the adjoining bones by joint- 
surfaces, covered by cartilage and held together by 
bands or ligaments — ^namely, above to the vertebral 
column, on the two sides to the hip bones, and below 
to the coccyx. The point of union to the last loin or 
lumbar vertebra projects over the hollow of the an- 
terior surface of the sacrum, and is on this account 
called the promontory » 

§15. 

The coccyx is the downward continuation of the 
sacrum, and commonlyconsists of four little vertebrae, 
which decrease in size from above downwards. The 
vertebrae are attached to each other and to the sacrum 
so as to admit of some degree of movement. 

§ 16. 

The hip bones, or ossa innominata, He at each side 
of the sacrum, to the upper part of which they are 
attached by a joint, or articular surface, the attach- 
ment being rendered almost immovable by very strong 
and tense bands or ligaments. These joints are called 
the sacro-iliac articulations. As the hip bones bend 
outward from this point, then turn inwards again, 
and unite in the middle line in front, opposite the 
promontory, the pelvic bones thus form a ring. The 
very firm articulation of the two anterior ends of the 
hip bones to each other is called the pubic articulation, 

§17. 
In childhood, the hip bone, or os inn^minatum, is 
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made up of three separate pieces : the iliwrrif the 
ischium (or bone we sit -on), and the os pubis, or, as 
the Germans call it, the womb-, or lap- bone. These 
meet together to form the acetabulum (see § 6), or 
cavity which contains the round head of the femur 
or thigh-bone. Here the three are joined together by- 
cartilage. They grow together so as to become one 
bone about the time of pubwty. 

The largest of these three pieces is the ilium. It 
lies principally behind and above, forming the upper 
side wall of the pelvis, and is joined to the sacrum in 
the manner we iave already stated. It is a broad, 
flat bone, hollowed out a little on the inside. Upon 
its inner surface the lower thick part appears to be 
separated from the upper thinner portion by a rounded- 
off ridge — a part of the ilio-pectineal line. Its upper 
free border, which can be plainly felt at the hips, is 
called the crest. It ends, both back and front, in a 
projection, the anterior and posterior iliac projections. 
The posterior one of each side projects backwards, 
over the posterior surf ace of the sacrum. 

§18. 

The ischium lies just beneath the ilium, and forms 
the lower side wall of the pelvis. It has a broad part, 
descending from the acetabulum, called the descending 
ramus, or branch. On the posterior border of this 
ramus, the spine of the ischium projects backwards 
and inwards. The bone ends below in a rough, thick 
part called the tuberosity of the ischium, upon which 
the weight of the body principally rests in sitting. 
From the tuberosity the smaller ascending ramus 
passes forwards, inwards, and a little upwards, in the 
direction of the pubic joint, or articulation. About 
one-third the distance between the tuberosity of the 
ischium and the symphysis pubis, as the pubic articu- 
lation is also called, it changes its name, and becomes 
the descending ramus or branch of the pubis. Above 
the spine of the ischium, between this and the ilium, 
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is the greater ischiatic notcli, a space covered over by 
soft parts. From the spine of the ischium, and also 
from the tuberosity of each side, a strong band or 
ligament passes to the edge of the sacrum, by means 
of which the pelvic bones are more firmly bound 
together. 

§19. 

The womb-, or pubic bone, projects the most for- 
ward, and by its union with the bone of the opposite 
side forms the front waU of the pelvis. The upper 
part is called the horizontal ramus, or branch. It 
extends from the acetabulum to the symphysis pubis, 
and the ridge on the upper border of it is called the 
crest of the pubes. From the symphysis the descend- 
ing ramus passes down to become the ascending one 
of the ischium. The lower border of the symphysis, 
the descending branches of the pubes, and the ascend- 
ing ones of the ischium, form the pubic arch. Between 
the branches of the ischium and of the pubes there 
is an egg-shaped opening covered by a sinewy mem- 
brane. This goes by the name of the oval opening. 

§20. 

The pelvis, internally, is wide above and narrower 
below. Hence it is divided into the false, or greater 
pelvis, and the true, or lesser. If the " pelvis " simply 
is spoken of, the true pelvis is meant. The true is 
separated from the false pelvis by a line running 
through the promontory of the sacrum, continued on 
each side along the ilio-pectineal line and the crest of 
the pubis, and ending at the symphysis. 

§ 21. 

The false pelvis is widest above, and becomes nar- 
rower below. It has a bony boundary behind and at 
the sides only : behind, the lowest lumbar vertebra ; 
and at the sides, the two hip bones. It is closed in, 
in front, by the soft abdominal walls, and it is the 
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stretching-out of these walls that gives the needful 
increase of space during pregnancy. 

§ 22. 

The true pelvis is a short, wide canal, hollowed out 
behind, the back wall of which is the highest, alad the 
front the lowest. We distinguish in it the inlet, the 
cavity, and the outlet. 

The irdet is the upper opening, which is identical 
with the line that separates the true pelvis from the 
false. In a well-formed pelvis, the inlet or brim (as it 
is also called) presents the appearance of an obliquely 
placed oval, bent in a little at the promontory behind. 

The outlet is the lower opening, and the bones 
which surround it are the coccyx, the tuberosities of 
the two ischia, and the bones forming the pubic arch. 
Its form is liable to change, owing to the movability 
of the bones of the coccyx. 

The cavity of the pelvis lies between the brim or 
inlet and the outlet, and upon the whole is somewhat 
wider from back to front than from side to side, and 
widest in the middle. 

§ 23. 

The midwife must carefully note the various 
diameters of the pelvis — that is, the distances of 
opposite-lying bones from each other. In the false 
pelvis the distance between the upper spines of the 
two hip bones is 9^ inches. 

A knowledge of the diameters of the true pelvis is 
particularly important to the midwife j for by means 
of this she is enabled to understand how a child can 
pass through a pelvis of ordinary width, and what a 
hindrance to labour a narrow pelvis is. In a well- 
built female pelvis the following diameters are noted : — 

In the pelvic inlet — 

1. The antero-posterior, or conjugal diameter, to be 
called the direct diameter (that is, from the middle of 
the promontory of the sacrum to the upper border of 
the symphysis pubis), is 4^ inches. 
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2. The transverse, to be called the cross diameter 
(that is, from the most bowed-out point of the ilio- 
peetineal line of one side to the corresponding point 
on the other), 5^ inches. 

3. The oblique (that is, from the sacro-iliac joint 
of one side to the horizontal branch of the pubes of 
the other, just above the egg-shaped hole), 4| inches. 

The diameter reckoned from the right sacro-iliac 
joint to the left branch of the pubes is called the right 
oblique diameter, and that from the left sacro-iliac 
joint to the right branch of the pubes, the left. 

In the widest part of the pelvic cavity the direct 
diameter from the greatest bulging-out of the sacrum 
— that is, from the third sacral vertebra to the middle 
of the symphysis pubis — measures from 4| to 5| 
inches. 

The cross diameter, from the back part of the 
acetabulum (in front of the spine of the ischium and 
above it) of the one side to the same part of the other 
side, from 4| to 4| inches.* 

In the lower part of the pelvic cavity, the direct 
diameter from the tip of the sacrum to the lower 
border of the symphysis pubis measures from 4^ to 4^ 
inches, the cross diameter between the spines of the 
ischia i—^ inches. 

In the pelvic outlet the direct diameter from the tip 

* "An average struck from the combined observations of 
Duncan Bums, Mutiro, Meckel, Watt, Velpeau, Moreau, 
Boivin, Baudelocque, Ramsbottom, Rigby, and Wood, gives 
us the following results." — Dr, Tyler Smith. 

Direct. Cross. Oblique. 

Brim . . . 4*25 5*2 4-8) 

Cavity . . .4-7 4-75 5-2 \ inches. 

Outlet ... 5- 4-2 ) 

"A System of Midwifery," by W. Leishman, M.D., 1873, 
gives the following dimensions : — 

Direct. Gross. Oblique. 

Brim . . . 4i 5i 5 1 

Cavity ... 6^ 5 5J J- inches. 

Outlet ... 5 4^ 4f j 
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of the coccyx, as aHually pushed batik during labour, 
to the lower edge of the symphyais pubie, 4^ inches. 
The cross diameter between the tuberosities of the 
two ischia is the same. 

§24. 
The depth of the pelvic walls also is to be con- 
sidered. From the promontory of the saorum. to the 
tip of the coccyx is 5 j inches ; the depth of the side 
walls from the ilio -pectineal line to the tuberosity of 
the ischium is 3^ inches; and from here the depth 
gradually diminishes until it is only about 1^ inch at 
the aymphy^ pubis. 




Horeover, the direction of the cauftl is important. 
Tbb is shown by the aseU of the pelvis. By the term 
axis is meant a line so drawn through the pelvis, from 
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the inlet to the outlet, as to be everywhere midway 
between the front and back walls, thus passing exactly 
through the centres of all the direct diameters. 
Naturally, it is not a straight but a curved line, as it 
must follow the curves of the sacrum and coccyx. 
The child and the after-birth pass into the world in 
the direction of this line, and the hand, every time it 
is introduced into the genital passage, must take the 
same direction. 

§26. 

Finally, the position of the pelvis in relation to the 
surface of the earth, or inclination, is to be considered. 
By means of the sacrum the whole pelvis is attached 
to the vertebral column, in such a manner that the 
sacrum diverges backwards from the line of the spine, 
and the point of union of the upper sacral and lower 
lumbar vertebrae forms, as we have seen, an a*ngular 
projection forwards. 

In the upright position of the body, therefore, the 
pelvic ring slopes forwards, the symphysis pubis is on 
a lower level than the promontory of the sacrum, the 
pelvic inlet looks forwards and a little upwards, the 
pelvic outlet downwards and a little backwards. It 
is easy to see that this slope of the pelvis varies with 
the position of the body. If a woman sits leaning far 
back, the pelvic inlet will look directly upwards, and 
the outlet downwards and forwards ; if she lies fiat on 
the back, the inlet will look upwards and backwards, 
and the outlet directly forwards. 

§ 27. 

In the living body the form of the pelvis suffers a 
slight change by the upper part of the sacro-iliac 
articulation or joint, and the last segment of the ilio- 
pectineal line of both sides being covered by the large 
round loin muscle — the psoas muscle. On the inside 
of this muscle run the large iliac artery and vein, 
which descend by the side of the fifth lumbar vertebra, 
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and here divide into a branch for the pelvis and 
another for the leg. These parts, therefore, are sub* 
ject to pressure fi-om the child during labour and 
often during pregnancy. 



CHAPTER II. 

THE FEMALE SEXUAL ORGANS. 

§28. 

The /emcUe sexual organs lie, for the most part, in? 
the pelvic region, some near to, and some within the 
pelvis. They have therefore been divided into external 
and internal sexv/obl organs, . The breasts also are part 
of the female sexual organs. 

1. External sexual organs. 
§29. 

The pelvic outlet, with the exception of the two 
openings of the seat and of the genital fissure (called 
the wlva), is closed in by soft parts, which, together 
with the movable coccyx^ form the yielding floor of 
the pelvic cavity. The openings mentioned lie in the 
middle line — the seat-opening behind, about one inch 
in front of the tip of the coccyx ;. the vulva in front, 
beneath the symphysis pubis. The fleshy part of the 
floor of the pelvis, lying between the seat, or anus, and 
the vulva, is called the perinoeum. It is of an average 
length, from before backwards, of Ig to 1| inch, and 
gradually becomes thinner towards the vulva. In 
labour it is often stretched to double this length, and 
even more. 

§30. 

Before the symphysis pubis, the skin is raised above 
that of the surrounding parts by an underlying fatty 
cushion. This prominence, which about the time of 
puberty becomes grown over with hair, is called the 
mons veneris. Two rounded folds of skin run out 
from the mons veneris, called the labia rrvajora, or 
greater folds or lips. "Diey extend down towards the 
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perinfleum, on the front border of which they are united 
together by a thin transverse band, called the four- 
chette or fork. These bound the genital fissure on 
both sides. Their outer surface is hairy in grown-up 
people, like the mons veneris, but the skin of the 
inside is softer, smoother, and more moist. From this 
part, and usually covered by the greater folds, two 
thinner, shorter, and lower folds of mucous membrane 
arise, called the labia minora, or lesser folds. The 
skin covering them is a moist membrane called a 
mibcous mernbrane. They pass upwards as two little 
folds, one on each side, and in the upper comer of the 
genital fissure surround a little round projection about i 
the size of a pea. This is^the clitoris, which is here 
attached to the pubic arch. The space between the 
two lesser folds {nymphce) is called the vestibiUe, If 
the nymphae are drawn aside, an opening will be seen, 
surrounded by a raised border ; this is the opening of 
the urethra, or urinary passage. It lies in the upper 
wall of the vestibule, about two-thirds of an inch 
behind the clitoris. Further upwards and backwards ; 
is the entrance to the genital passage, or vagina, 
which in virgins is closed by a thin membrane with a 
small opening in it. This membrane, called the hymen, 
is usually torn during the first attempts at intercourse ; 
in rare instances, however, it remains till labour. 
When this has been torn, some small fleshy projec- 
tions are found, which are supposed to be remains of it. 

2. Internal seocual organs, 
§31. 
The genital passage, or vagina, is a membranous 
and highly dilatable tube, lined with mucous membrane. 
It serves to connect the vulva with the womb. In 
front of the vagina lies the urethra, or urinary pas- 
sage, 1^ to If inch long; and higher up, the bladder. 
Behind it lie the perinaeum and lower bowel, or rectum, 
which descends into the pelvis, to the left of the 
promontory of the sacrum, following at the same 
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time tlie sacral curve. We speak of the vayina a.i 
having a front a,a.d back wall, which in its empty 
state lie close to each other. The front wall is shorter 
than the bick. Upon both walls, in the middle line, 
a ridge runs lengthwise ; it is thickest, however, on 
the front wall and at the lower part ; from this other 




f^. S. FsipeiidlinilarMeUonottlufeiiiKlgtielria ihowiog ila eontento 
in pgdUoo. Thd nd I ne aJidwh thfi line of parltojieuiu. 

thick ridges or folds pass transversely towards eaeh 
pide. After frequent intercourse, and especially after 
pregnancy and childbirth, the walls of the vagina 
become softer, smoother, and moi'e flabby. The nar- 
rowest part of the vagina is the entrance, and this ie 
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surrounded by a muscular ring. The upper, wider 
part, which encircles the neck of the womb, is called 
the dome or vaginal a/rch. From the position of the 
neck of the womb we speak of a front and a hack, a 
right and a left, vaginal arch, 

§32. 

The womb, or uterus, is a hollow muscle with thick 
walls. It lies behind the bladder and in front of the 
rectum (descending from the left), and about the 
middle of the pelvis, so that the upper end is a little 
below the pelvic inlet. The womb in its unimpreg- 
nated state has very much the shape of a flattened 
pear, with the narrow end pointing downwards. 

We describe it as having a front and back wall and 
two borders. The upper part is called the fundus or 
base, the middle portion the body, and the thin lower 
part, which is enclosed by the vagina, is called the 
cervix or neck. The lowest part of the neck, about 
half an inch in length, and lying free in the vagina, 
is called the vaginal portion. 

The part of the cavity of the womb which is en- 
closed by the fundus and body has a three-cornered 
shape, and is flattened from before backwards. Down- 
wards it is smaller, and is called the canal of the neck 
of the womb, or cervical ca/nal. The narrowest point 
where the cavity of the body joins the cervical canal 
is called the internal mouth of the womb, or os inter- 
num. 

At the lower end of the vaginal portion the cervical 
canal opens into the vagina by a transverse opening, 
which is called the external mouth of the womb, or os 
externum. The cleft running from side to side thus has 
an anterior and posterior lip. The anterior lip reaches 
lower down than the posterior, although the latter is 
the longer. This occurs through the posterior vaginal 
dome being attached to the neck of the womb at a 
higher point than that in front. The mucous membrane 
of the vagina is continuous with that of the vaginal 
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portion of tlae neck, and this is prolonged through the 
mouth of the womb into that of the neck and cavity 
of the uterus. 

§33. 

The womb lies in a transverse fold of the peri- 
toneum, a very delicate, smooth membrane that covers 
nearly all the contents of the abdominal cavity. Upon 
the posterior wall of the uterus, the covering of peri- 
toneum extends downwards over the neck of the 
womb to the upper part of the vagina, whence it 
again passes upwards along the front wall of the 
rectnm, The-pocket thus formed between the uterus 
and the rectum (called Douglas's porich) is bounded 
on the sides by two folds of peritoneum, the utero- 
sacral ligaments, which run from the posterior surface 
of the cervix uteri to the sides of the rectum. 
Within these run tender, fleshy cords, which attach 
the cervix to the posterior wall of the pelvis. On the 
anterior surface of the uterus the peritoneum only 
reaches down to the internal os uteri, whence it passes 
upwards over the posterior wall of the bladdei*. The 
anterior wall of the cervix, below the peritoneum and 
above the attachment of the vaginal dome, is fastened 
to the lower and back part of the bladder. On both 
sides of the womb, the above-mentioned folds of peri- 
toneum are extended to the side walls of the pelvis. 
These folds, passing from the sides of the womb, are 
called the broad ligaments of the uterus. Within 
these, a round, fleshy cord runs from the base of the 
womb between these folds, outwards and forwards, 
and passing through an opening in the abdominal 
walls, beneath the skin {the inguinal ring), to the 
outer surface of the pubes, is attached there. This 
cord is called the round ligament. 

The uterus is kept in position near the upper part 
of the axis, or middle line of the pelvis, by these 
bands and ligaments — namely, partly by the broad 
and round ligaments, partly by the utero-sacral liga- 
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ments, as well as by the attachment of the front of 
the cervical wall to the bladder, and finally in part by 
the vagina, which encircles the cervix, the vagina in 
its turn being supported by its ligamentous attachment 
to the inner wall of the pelvis. These attachments 
allow a considerable amount of movement, upwards 
and downwards, according to the greater or less 
pressure of the intestines, as well as backwards and 
forwards, as the constantly changing fulness of the 
bladder and rectum requires. 

§ 34. 

In the upper edge of the broad ligaments, two thin 
membranous tubes pass from the fundus of the womb 
towards the sides of the pelvis. These are called the 
ovum conductors, or FaUopian tubes. The inner end 
of these tubes opens through a narrow orifice into the 
upper part of the cavity of the uterus ; the outer, 
which is funnel-shaped, and surrounded hj a fringe, 
lies free in the abdominal cavity. Moreover, in the 
folds of the broad ligaments, a little behind and 
below the middle portion of the Fallopian tubes, lie 
the ovaries, or egg-cases, one on each side of the 
uterus. They are two almond-shaped bodies, about 
the size of a pigeon's Qgg, and they contain numei*ous 
little bladders in which the eggs, or ova, are developed. 
The arteries also which convey the blood to the inter- 
nal genital organs, and especially to the uterus, and 
the veins which convey it back again, run in the folds 
of the broad ligaments. 

§35. 

In childhood, the genital organs take part in the 
nourishment and growth of the body generally, but 
no special activity is perceptible in them. But a 
change takes place, usually about the fifteenth year — 
often sooner, however, and often later. The girl 
arrives at puberty. She gives outward evidence of 
this change in the growth of hair on the mons veneris, 
and on the outer surface of the greater genital folds. 
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and in the appearance of a monthly discharge of 
blood from the vagina — the monthly purification, or 
Tnenstruation, The blood comes from the womb, 
which at this period receives a greater quantity than 
at other times. On this account a certain indulgence 
is necessary during menstruation, and violent bodily 
exertions are to be avoided. The discharge is looked 
upon as the sign of puberty — that is, that a portion of 
the eggs in the egg-case, or ovary, have, reached 
maturity. From time to time one of the little blad- 
ders bursts, and the matured egg, or ovum, passes out, 
and is usually received by one of the Fallopian tubes, 
or egg-carriers, and is conducted through it into the 
cavity of the womb. On its way it ' can be impreg- 
nated by the male seed (see § 37). The cessation of 
menstruation, between the fortieth and fiftieth year, 
shows, as a rule, that the activity of the ovaries has 
ceased, the capacity to conceive ceasing with it. 

3. Breasts. 
§36. 

The breasts are developed at the time of puberty 
in the shape of two half -balls, lying upon the anterior 
surface of the chest, one on each side of the breast >^ 
bone. The external skin of the breast is distinguished 
by its softness and delicacy. Upon the summit of 
each breast a red tender projection is found — the 
nipple, A circle of skin darker than the rest sur- 
rounds each nipple; this is called the nipple-circle, or 
areola. Underneath the skin of the breasts, sur- 
rounded by fat, lie the breast glands. Each gland is 
composed of several lobes, or divisions, lying in a 
distinct cavity, separated from the others by fat. The 
activity of the breast glands begins at the commence- 
ment of pregnancy. They prepare the milk which 
after the birth of the child serves for its first nourish- 
ment. From each gland spring about fifteen fine 
tubes — the milk condibctors — which open through fine 
orifices in the nipple. 
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PAET II, 



PREGNANCY, LABOUR, AND CHILDBED IN 
THEIR REGULAR COURSE. 



SECTION I. 



PREGNANCY IN ITS REGULAR COURSE, AND THE 
RELATION OF THE MIDWIFJE THERETO. 

CHAPTER I. 

PBEGNANCY IN GENEBAL. 

§37, 
Pregnancy is that state in which a human female 
nourishes within her own body th« young of her kind, 
'Or, is with child. It begins at conception, and lasts 
till labour. 

Conception is that process by which a woman 
becomes pregnant, m consequence of a fruitful inter- 
course. In it the seed of the male passes from the 
vagina, through the neck of the womb, into its cavity, 
and thence through the Fallopian tubes, up to the 
ovaries (egg-cases). If it meets a mature ovum in its 
course, it impregnates it. Impregnation may take 
place at the ovary, or the ovum may have left the 
ovary, when it may meet the seed in the Fallopian 
tube. It is rare that more than one ovum is impreg- 
nated at one time. In a regular pregnancy, the 
impregnated ovum passes through the Fallopian tube 
into the uterus, where it attaches itself and grows. 

The duration of pregnancy is reckoned at 280 days, 
or 40 weeks, or 10 lunar months of four weeks each ; 
that is, labour is expected to set in forty weeks fron\ 



FOE MIDWIVES. 25 

the day on which the menses, or monthly discharge, 
appeared last. Not nnfrequently, however, a child 
having every appearance of maturity is bom before 
the forty weeks have run. In some other cases, preg- 
nancy lasts one or even more weeks beyond the usual 
time. 



CHAPTER IL 



THE BEGULAB DEVELOPMENT OP THE OVUM WITHIK THE 
WOMB, AND THE HUMAN EMBBYO. 

§38. 

The ovum, or egg, is at first a little bladder, or bleb, 
scarcely perceptible to the naked eye. This contains 
the yolk out of which, after contact with the male 
seed, the .fruit is developed. Having reached the 
womb, the ovum finds a resting-place in one of the 
folds of the uterine mucous membrane, which has 
been prepared for its reception, and which soon com- 
pletely overgrows it. It grows thus embedded in the 
mucous membrane, whence it receives its nourishment, 
until in about twelve weeks it completely fills the 
gradually enlarging uterine cavity. ITie canal of the 
neck of the womb remains open, and secretes a tough, 
jelly-like mucus. The thickened and soft mucous 
membrane of the uterine cavity forms the outermost 
covering of the embryo, and is called the deqidua. It 
mostly retains its attachment to the ovum during 
labour, and a layer of it is cast off with the after- 
birth, on which account it is called the decidual 
membrane, or membrane that falls, or is cast. Only 
the outer layer remains on the inner wall of the 
uterus. 

§ 39. 

Even in the first weeks of growth, within the cavity 
of the uterus, numerous fine, close tufts spring up on 
the outer surface of the original embryonic membrane. 
These dip down into the uterine mucous membrane 
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like roots. This tuftlike membrane is called the 
chorion. 

On the inner surface of this is a third very delicate 
membrane — the amnion. This surrounds the amniotic 

ft 

fluid, or " waters," in which floats the little embryo. 

§40. 

In the course of the second month of pregnancy the 
'•• tufts disappear from the greater part of the choi ion, 
'whilst at one point they become closer, and send oflT 
numerous branches. Into these branches those vessels 
penetrate which come from the body of the embryo 
by the navel cord. This is also the place where the 
1 Uterine mucous membrane, rich in blood, grows 
'stronger, and sends off outgrowths among the tufty 
branches. As these grow together, in the third month 
of pregnancy, the placenta is formed, into which the 
'^navel cord from the embryo penetrates. The navel 
"cord" consists of three vessels surrounded by a 
gelatinous mass, and this again is surrounded by a 
sheath formed from the amnion. There are two navel 
arteries, which advance through the navel opening of 
the embryo, and convey the blood to the placenta, 
and a navel A'ein which conveys the blood through the 
same opening back again to the child's heart. The 
two arteries of the cord divide into several large trunks 
on the inner side of the placenta, the branches of 
which penetrate it, dividing again and again until 
they reach the finest subdivisions of the tufts. Here 
they turn round to the opposite direction, and, joining 
together, become larger and larger until they all 
unite into one, the vein of the cord. In the placenta, 
the tufts containing the rapidly circulating blood of 
the embryo are bathed in the blood which streams 
from the vessels of the womb. In its circulation, 
then, the blood of the embryo receives from its parent 
the material it requires for its own growth, and which 
Us conducted to it by the vein of the cord; and in 
;return the two arteries of the cord carry back the 
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blood, which has served its purpose, to the placenta, 
there to be refreshened and made serviceable. By its 
connection with the placenta, the embryo receives 
from the maternal blood not only the peculiar juice 
such as is prepared by digestion after birth, but also 
the oxygen which later on enters the lungs by breath- 
ing. It is for these reasons that every disturbance 
or interruption of this connection, however short, is 
so dangerous to the life of the child, as we shall see 
later. 

§41. 

From the fourth month of pregnancy, then, the 
ovum consists of the following parts. 

The outermost covering is the decidual membrane. 

Next follows the chorion, or tuft membrane, which 
has already lost its tufts, and presents a smooth 
appearance over the greater part of its surface. At 
one part grows the placenta, a flat spongy mass of a 
round or oval shape. At the end of pregnancy it has 
a diameter of from five and a half to seven and a half 
inches, and is from two-thirds to three-quarters of an 
inch in thickness. It weighs from sixteen to twenty 
ounces. Its outer surface, slightly arched and covered 
by the decidual membrane, looks as if separated into 
divisions by deep furrows. If there is a separate 
portion by the side of the principal placenta, it is 
called a by or secQndary placenta. 

Upon the inner surface of the chorion, or tuft 
membrane, lies that of the "waters," called the 
(minion. This membrane covers the inner surface of 
the placenta, and at the spot where the vessels of the 
cord enter it forms a sheath over them. This is the 
innermost membrane of the ovum. 

It contains the " waters" which surround the foetus. 
These are a whitish, muddy-looking liquid, the quan- 
tity of which varies greatly. Usually at the end of 
pregnancy it will amount on an average to from one 
to two pints. The use of the waters during pregnancy 
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consists in this, — ^they keep the uterus and membranes* 
in a proper state of distension, whereby the foetus has 
sufficient room for free growth and movement, is 
protected from outside pressure, and the parts that 
lie touching one another are prevented from growing 
together. (Of the use of the waters in labour we 
shall speak further on.) 

The foetus is connected with the placenta by the 
navel cord. The sheath of the cord is directly con- 
tinuous with the skin of the foetus at the navel. The 
cord begins in the second month of pregnancy, is at 
first very short, and gradually increases in length. 
In the mature foetus it is usually from eighteen to 
twenty inches long, but is often much longer or shorter 
than this. It is sometimes more and sometimes less 
twisted round on itself. The thickness or thinness of 
the cord depends on the quantity of the jelly-like 
substance that surrounds its vessels. What are called 
false knots are little tumours caused by a heaping-up 
of the jelly-like substance in particular spots, along 
with a tortuous serpentine condition of the vessels. 
On rare occasions, however, the cord is twisted into 
a true knot. The cord is usually attached to the 
placenta near its centre, but not unfrequently near 
the edge. As an exception, the cord is attached to 
the chorion at some distance from the placenta, so 
that the principal trunks of the vessels have to run 
a little way in the membranes before they reach it. 
At the birth of the child the membranes, the placenta, 
and the cord attached thereto, are usually expelled 
after the child, and they are called on this account 
the after-birth, 

§42. 

At the end of the first month of pregnancy, the 
embryo is very small, the human form scarcely to be 
recognised, and the limbs only just indicated. 

In the second month the embryo reaches a length 
of from 1 to 1^ inch, and approaches its permanent 
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form. The head is still very large in proportion to 
the rest of the body ; the arms and legs are beginning 
to be formed* 

In the third month the young human being reaches 
a length of, about 3^ inches. The neck, separating 
the head from the trunk, is more distinctly seen ; the 
fingers and toes^are plainly to be recognised. 

In the fourth month the foetus reaches a length of 
about 4| inches. The sex is plainly to be distin- 
guished. 

In the fifth month the foetus grows to a length of 
lOJ to 11| inches. The skin is covered with woolly 
hair ; the limbs begin to move jerkingly. The child 
born at this period at the most makes a few gasps for 
air, and dies. 

In the sixth month the f«etus is 12| to 13| inches 
long, and from 1| to 2 lb. in weight. The deposition 
of fat under the skin begins. After birth it retains 
life for an hour or two. 

In the seventh m<mth it becomes 14 to 15| inches 
in length, and weighs 2| to 3 lb. The skin is very 
red, and a whitish curdy substance has collected on 
it ; the hair begins to grow on the head. After birth 
the child may live some days, — rarely to grow up, 
however. 

In the eighth month the length is about 16 to 16| 
inches, and the weight from 3| to 4 lb. The skin, 
still red, is thickly covered with woolly hair, the body 
is still thin, and the bones of the skull are widely 
separated by membrane-covered spaces {sutures and 
foTvtaneUes). The new-born child sleeps a great deal, 
has little warmth of its own, and for this reason is 
easily chilled. It has a weak, whimpering voice, and 
does not suck yet ; still it may live. 

As children born alive at the commencement of the 
eighth month usually die soon, the Prussian law has 
pronounced the foetus viable (that is, capable of living) 
that has been carried thirty weeks, or 210 days. 

In the ninth month the foetus measures about 17|^ 



30 HANDBOOK OF MIDWIFERY 

inches in length, and weighs on an average about: 
4| lb. The limbs become round, the woolly hairs fall 
out, the hair of the head becomes thicker, the eyebrows 
and eyelashes grow. The new-born child can usually 
suck, and with good attention will generally live. 

In the beginning of the tenth month the child is 
about 18 inches in length, and about 4| to 5| lb. in 
weight. The skin is not so red, and has fewer wrinkles ; 
woolly hairs few in number, mostly upon the shoulders. 
The nose and ear cartilages are soft ; the soft finger- 
nails do not reach the tips of the fingers. 

The mature child (at the end of the tenth month) is 
about 19 to 21 inches in length, and weighs about 6| 
to 7| lb. The skin is of a bright rose-red, and for the 
most part devoid of woolly hair ; the hair on the head 
is usually dark, and very variable in quantity; the 
cartilages of the ears and nose feel hard; the nails 
are firm, and the finger-nails reach beyond the ends of 
the fingers ; the trunk and limbs are rounded and full, 
the legs being the least so ; the bones of the head are 
hard, and the spaces between them narrow. In boys, 
the testacies are in the scrotum^ or pur^e ; and in girls, 
the genital folds lie close together. The new-born 
child cries and struggles vigorously ; it opens its eyes, 
soon passes urine, and generally in a few hours empties 
its bowels of a blackish-green stuff called the meconium, 

§43. 

Just as the midwife must have a thorough knowledge 
of the female pelvis, so it is not less necessary that she 
should be acquainted with the form and size of the 
child, as in labour the latter must pass through the 
former. The largest and hardest part of the child is 
the head, and a knowledge of this is of the greatest 
importance. It has two parts — the skull, or brain-pan, 
and the face. The most important is the skull, as the 
part of greatest circumference. It is formed of seven 
bones : in front lie the two bones which form the fore- 
head — the fronted hones ; in the middle, behind these, 
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are the two parietal or side bones ; and at the back of 
the head the occipital. The surface of the frontal 
or forehead bones, and of the parietal bones, is smooth ; 
that of the occipital is somewhat uneven. Each of 
these bones is arched outwards, and has a prominence 
which is most strongly developed in the parietal bones. 
On both sides of the skull, underneath the side bones, 
lie two flatter ones — the temporal or temple bones. 

§44. 

In new-bom infants the bones of the skull are still 
united together by a membrane that permits movement 
between them. Where only two bones lie edge to edge, 
the space between them is called a suture) where 
more than two come together, it is called difontanelle. 
There are five sutures : — 

1. Thefrontal suture, between the two frontal bones, 
beginning at the root of the nose and passing back- 
wards. 

2. The sagittal or arrow suture, between the two 
parietal bones, passing in the same direction. 

3. The coronal or crown suture, between the two 
frontal and the two parietal bones, passing across from 
one temple to the other. 

4. The posterior suture, across between the side bones 
and the occipital bone. It consists of a right and left 
limb, which meet so as to form an angle or corner. 

5. The temporal suture of each side between the 
parietal and the temporal bones. 

Besides these sutures, the midwife has to note the 
following fontanelles : — 

1. The great fontaneUe, between the rounded-off 
edge of the frontal and parietal bones, where the frontal 
and sagittal and the coronal suture from both sides 
meet together. The bones are here separated by a 
four-cornered space, which in front, between the two 
frontal bones, forms a sharper corner than in the 
direction of the other sutures. 

2. The lesser fontaneUe, between the parietal bones 
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Fig. 4. Skull of a new-bom cliil<l' viewe«t from above. 




Fig. 5. Skull of ft new- bom child viewed from the side. 
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and the occipital bone, where the sagittal suture and 
the two limbs of the posterior suture meet. 

Besides these, on each side of the skull there are 
two fontanelles — one in front, and one behind the 
temporal bone. 

§45. 

As we take the dimensions of the pelvis in various 
directions, in order to get an idea of its size and shape, 
so we must do the same with the skull, to be able to 
compare its size and shape with those of the pelvis. 

The most important diameters of the skull or head 
are — 

1. The back and front, or longitvdinal diameter from. 
the root of the nose to the most distant point back- 
wards ; about 4| inches. 

3. The great or posterior cross or transverse dia- 
meter , from the protuberance of one parietal bone to 
that of the other ; it measures about 3J to 3| inches. 

3. The less or anterior transverse diameter, from 
one temple to the other ; it measures 3 J inches. 

4. The great oblique or slanting diameter, from the 
chin to the farthest point at the back of the head ; it 
measures about 5| inches. 

5. The lesser oblique diameter, from the forehead to 
the back of the neck ; it measures about 4 to 4^ inches. 

The circumference of the head usually amounts to 
from 13^ to 13| inches. 

The shoulders measure, on an average, about 4| 
inches across, and the hips from 4 to 4^ inches. 

These measurements only apply to children at full 
time. The further the child is from maturity, the less 
will be its measurements. Moreover, even in full-term 
children the variations of size and weight are not 
unimportant. Boys on an average are larger and 
heavier than girls ; likewise the children of multiparae 
(women who have borne more than one) are larger 
and heavier than first-born children. In labour, the 
shape of the skull may undergo various alterations 

3 
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from the pressure of the genital canal, and particularly 
of the pelvis — partly on account of the want of firm- 
ness of the bones themselves, and partly on account 
of their loose attachment to each other. We shall 
speak of these later on. In like manner, the move- 
ment which can be made by the head in virtue of its 
attachment to the neck by joints will be referred to 
in the chapter on Labour. 

§46. 

The usual position of the child in the last months 
of pregnancy is this : the head, as the heaviest part, 
lies lowest, over the internal mouth of the womb ; 
and the buttock and feet uppermost, in the fundus. 

The direction — that is, the direction of the back — is 
usually this : the surface of the back looks to the side, 
most frequently to the left, and a little forwards, more 
rarely to the right, and a little to the back. 

Moreover, in this period of pregnancy, the lessening 
space within the cavity of the womb necessitates an 
arrangement of the limbs of the child most suitable 
to the size and shape of its dwelling-place. The most 
usual posture of the child is this : it is inclined for- 
wards, the back bent, the chin bent on to the breast, 
the arms folded and crossed in front of the breast, the 
legs drawn up to the body with the knees bent. 

The smaller the child in comparison with the quantity 
of waters and the size of the uterine cavity, the more 
changeable is its position and attitude, and the more 
easily do deviations from the usual ones take place. 



CHAPTER III. 

THE CHANGES THAT TAKE PLAGE IN THE FEMALE BODY 

DURING PREGNANCY. 

§47. ^ 
Pregnancy brings about certain changes in the body 
of the female, principally observed in the genital and 
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neighbouring organs, but not unf requently in distant 
parts, and in the general condition of the woman. 

§48. 

The womb undergoes the most important and lasting 
changes. After conception, the monthly discharge 
generally does not return. When it does, however, 
in the first months of pregnancy, the flow is usually 
less copious and of shorter duration than at other 
times. 

§49. 

We have already spoken of the loosening and 
thickening of the mucous membrane of the uterus, into 
which the ovum embeds itself after its entrance, and 
which thus becomes the outer covering of the ovum. 
Naturally, the womb is more and more distended or 
stretched out by the growth of its contents, so that at 
the end of pregnancy the fundus reaches to the pit of 
the stomach. At the same time the flat shape of the 
cavity of the uterus is exchanged for a roundish-oval 
one, in which the edge of the top and sides is gradu- 
ally widened and rounded off. Tne neck of the uterus 
also takes part in this rounding-off, although as a rule, 
and then not before the last months of pregnancy, it 
has nothing to do with the reception of the ovum. 
The transverse opening of the external mouth of the 
womb changes into a round depression. Such a great 
distension of the womb is rendered possible by this : 
in consequence of conception, not only the mucous 
membrane, but also the other parts of the uterus, 
keep pace with the ovum in growth; its vessels 
enlarge, and convey a richer supply of blood, particu- 
larly to the spot where the placenta grows ; the muscular 
mass of the uterus increases in an especial manner, so 
that, at the end of pregnancy, its walls are almost of 
the same thickness as in the unimpregnated state, 
notwithstanding their great increase in circumference; 
the richness in blood even extends to the neck of the 
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womb. On this account the vaginal portion of the 
neck feels softer, swollen, and its mucous membrane 
loose and velvety to the touch. 

§50. 

In the first three months of pregnancy the true 
pelvis becomes more and more filled up by the en- 
larged uterus. From the fourth month there is no 
longer sufficient room for it, and it is therefore com- 
pelled to rise up in the abdomen. As the uterus rises 
above the inlet of the pelvis the top always hangs over 
forwards, and the vaginal portion is situated high up 
behind. From this time the uterus lies in contact with 
the abdominal wall in front, through the whole course 
of pregnancy, with but very few exceptions, whilst its 
advancing size forces the intestines more and more 
behind, to the sides, and upwards. For the rest it 
remains to a certain degree movable in the abdominal 
cavity ; and in lying down, the fundus usually sinks 
down towards whichever side the woman is lying on, 
sometimes with a slight twist, so that the opposite 
side is turned a little forwards. Most frequently it 
lies a little to the right. 

§51. 

The vagina also becomes more vascular — that is, its 
blood-vessels become larger, and contain more blood — 
and by the softening and thickening of its walls it 
becomes wider and more distensible (more capable of 
being dilated). Its mucous membrane turns a bluish 
colour, and feels softer and warmer and more moist. 
By the swelling of the vaginal arch the vaginal portion 
is shortened. 

The external parts also swell to some extent in 
consequence of the increased supply of blood, and the 
genital fissure gapes a little. 

The whole pelvic region becomes fuller and rounder 
by a richer deposition of fat underneath the skin. 
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§52. 

As the enlarging uterus rises up in the abdominal 
l(?avity, the walls of the latter are put more and more 
on the stretch by the increase in size, so that ruptures 
of the under4ayers of skin almost invariably take 
place. These ruptures give rise to marks on the skin 
of the abdomen. These are slightly sunken bluish- 
ted glazed streaks, descending on both sides of the 
navel. After the birth of the child they become 
shrivelled, and afterwards white, and are known as the 
Bo-ealled " scars " of pregnancy. From the same cause, 
during the second half of pregnancy, the wrinkles of 
the navel become flattened out, and the navel pit dis- 
appears. 

The pressure of the pregnant uterus upon the bladder 
is shown by the frequent desire to pass urine, especially 
in the first and last months of pregnancy. Pressure 
upon the bowel can produce obstruction of it. 

By the pressure of the pregnant uterus upon the 
great blood-vessels of the thighs and pelvis, the circu- 
lation in these parts is interfered with, and, sometimes 
in the early period of pregnancy even, this interference 
gives lise to swelling of the veins {varicose veins) of 
the legs, the external genital pai-ts, and the seat. 

The swelling of the legs also, to which pregnant 
women are subject towards the end of pregnancy, is 
usually the result of impeded circulation produced by 
the severe pressure. 

In rare cases, in the later weeks of pregnancy, pain 
in the legs is produced by the pressure of the child's 
head, — ^already descended into the pelvis, — upon the 
serves. 

§53. 

The breasts become fuller and more distended during 
pregnancy, the nipples become more prominent, the 
areola, or coloured circle round the nipples, grows 
darker in hue, and the little glands that lie in and 
around the circle become larger and prominent. The 
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blood-vessels that course over the breasts look blue 
through the white skin. In the later months of preg- 
nancy a milky liquid oozes from the nipples through 
the mouths of the milk ducts, or may be easily 
pressed out. 

§54. 

Besides the dark colour of the areola, irregular 
brownish patches are often to be seen in pregnant 
women in other parts of the skin, and especially on 
the face and forehead. Almost always a brown streak 
runs down the middle of the belly, and reaches to the 
pubes. 

§55. 

Many women have increased appetites during preg- 
nancy, and plainly get healthier and stronger. In 
others, on the other hand, their own nutrition suffers 
in favour of that, and of the growth, of the child. In 
such women particularly, other disturbances frequently 
show themselves. 

One of the most frequent and notable disorders 
is nausea and actual vomiting, particularly in the 
morning before food has been taken, but often also 
during the day after meals. Usually it disappears 
after the first months of pregnancy, or towards the 
middle of it, and rarely persists throughout. 

Besides these, pregnant women not unfrequently 
suffer from salivation (excessive flow of saliva or 
spittle), sourness of the stomach, and heartburn. 
They often have a repugnance towards some kinds 
of food and a longing for others, sometimes even for 
indigestible things. 

Moreover, pregnant women often suffer from irre- 
gularities in the circulation, such as rushes of blood 
to the head or chest, giddiness, or palpitation of the 
heart; or pains make their appearance in various 
parts of the body, sometimes in regular attacks, head- 
aches, toothaches, etc. 
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More rarely, disorders of the senses are observed, 
more particularly that of sight. 

The disposition of the pregnant woman is often 
changed. Some feel better and more cheerful than 
when not pregnant ; others suffer from dejection and 
lowness of spirits. 



CHAPTER IV. 

EXAMINATION OP PREGNANT WOMEN. 

§56. 

The changes described, which take place in the 
genital organs, and particularly in the uterus during 
pregnancy, the midwife discovers by examination. 

Examination is the most important and difficult part 
of the art of midwifery, and requires great and steady 
practice. The course of procedure at the examination 
of a pregnant woman is the same as is followed in the 
examination of a woman in labour or afterwards. The 
special points that the midwife must bear in mind 
at the examination of the latter will be treated of 
later on. 

The examination is external and internal. 

§57. 

It is not always necessary to see the belly and the 
external organs of generation. On the other hand, 
the breasts are looked at, principally to note the state 
of the nipples and of the areolae, and to observe if fluid 
is oozing from the nipples. 

' §58. 

Examination of the belly by the hand, external exa- 
mination as it is called, is of the utmost importance, 
and ought never to be neglected. In many cases it 
discloses more even than the internal examination, and 
ought always to be made first. The patient must lie on 
her back, and the walls of the belly be msbde as loose 
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as possible. It is not necessary that the examining 
hand should actually touch the parts — they can remain 
covered by the chemise or a thin towel ; exposure is 
to be carefully avoided. The midwife seeks to note, 
by feeling very carefully — 

1. The distension of the belly; the state of the 
navel ; 

2. The size, form, and position of the womb. If 
the midwife cannot distinctly make out the edges of 
the womb by feeling, either in consequence of the walls 
of the abdomen being stretched too tight, or because 
the uterine walls are too soft, she must endeavour to 
inform herself hj percussion — that is, by laying a finger 
of one hand on the surface of the heUy, and tapping 
it with the tips of one or two fingers of the other. 
Where the hollow sound, produced by striking over 
the windy intestines, ceases, from above downwards, 
and from the sides to the middle, there are the borders 
of the uterus ; 

3. The thickness, degree of tension or tightness, 
hardness, or softness of the uterine walls ; 

4. The movement, size, and position of the foetus. 
The movements of the foetus can be felt from the 
middle of pregnancy. The movements of the feet can 
be most plainly felt, but in addition to these, often 
movements of the whole body. If the movements are 
lively, the eye may distinguish them, even under the 
layer of plothing. The different parts of the child can 
first be recognised with certainty in the later months 
of pregnancy, when the foetus has reached a certain 
size. Then, however, by examining carefully with 
both hands, especially when the uterine walls are not 
too much on the stretch, the midwife may often plainly 
distinguish buttocks, back, head, and limbs, and from 
these judge of the size and position of the child ; 

5. The quantity of " waters" contained in the uterus. 
The more uniformly the uterine walls are on the 
stretch, the greater, in proportion to the uterine en- 
largement, is the quantity of "waters"; 
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6. The size of the pelvis externally, the breadth 
and arching of the hips, and the incurving of the 
sacrum. 

§ 59. 

An important part in the external examination of 
the belly is performed hy the ear. The patient lies on 
her back, with the legs extended. The midwife first 
covers the belly with a chemise or a fold of clean 
cloth, and then puts her ear to the abdomen, over the 
fold of cloth. From the fourth to the fifth month of 
pregnancy the placental murmur is heard. This is a 
blowing, whistling hum or murmur, keeping regular 
time. It is produced by the stream of blood in the 
enlarged arteries of the uterus, and its beat keeps time 
with the beat of the patient's pulse at the wrist. The 
sound may be heard at any part of the surface of 
the uterus ; but it is most frequently met with in one 
or other flank. A little later in the second half of 
pregnancy the sound of the foetal heart may be heard, 
not unlike the ticking of a watch ; it is a double beat, 
and almost twice as fast as in a healthy grown-up 
person. It is usually heard most plainly when the 
child's back lies in contact with the front wall of the 
abdomen. 

The striking of the child's foot against the uterine 
wall also produces a sound, which can often be per- 
ceived at a period when the movement cannot be felt 
by the hand. 

§60. 

For the internal examination it is best to have the 
patient on her left side, with the thighs drawn up.* 
The midwife, standing by the bedside, or sitting on 
the edge of it, passes the forefinger of the right hand 
(previously well washed, then oiled or smeared! with 

* In Germany pregnant women are usually examined whilst 
on the back, and in the original the directions given apply to 
examinations in this position. 
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lard) from the perinaeum, between the genital folds, 
into the vagina. She then gradually pushes it on in 
the line of the axis (middle line), keeping the last 
three fingers bent into the palm of the hand. Where 
she cannot reach far enough up with the forefinger 
she may use the middle finger as well. 

It is seldom necessary to use four fingers, or the 
whole hand, in examining. This should never be done 
except to women in labour, and then only in extreme 
cases, where something wrong is suspected, and the 
midwife cannot find out what it is by using one or 
two fingers only ; or when it is necessary in order to 
ascertain accurately the size of the pelvis. To do this 
she brings her fingers to a point, so that they form a 
cone, and having greased them, and separated the 
folds of the vulva, she passes the hand, by a slow and 
twisting movement, in the direction mentioned above, 
gradually working the hand higher and higher. 

At the internal examination the midwife must note 
principally — 

1. The condition of the perinseum and external parts, 
the direction of the genital fissure — that is, whether 
it looks downwards or more forwards — by which the 
greater or less slope of the pelvis i«; known ; 

2. The state of the vagina ; 

3. The state of the vaginal portion of the womb — 
the condition, width, and dilatability of its mouth; 
the possible freedom of the cervical canal — ^its length, 
breadth, and dilatability; 

4. The condition of the membranes, if the finger can 
reach them through the canal of the neck ; 

5. The state of the "presenting" part of the child, 
and its relation to the pelvis. Before the seventh 
month the child cannot generally be felt from the 
vagina. After this time, when the head presents, the 

" midwife can usually feel it through the anterior vaginal 
arch, at first lying loose and movable above the pelvic 
inlet, and retreating when touched, afterwards lying 
more fixedly and heavily. In first pregnancies, if the 
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pelvis be wide, the presenting part, along with the 
lowest segment of the uterus, is usually found in the 
true pelvis towards the end of the time. In later 
pregnancies the head frequently does not descend till 
labour sets in. If the canal of the neck allows the 
passage of the finger, the midwife can feel the head 
plainly through the membranes, and sometimes even 
recognise a suture or fontanelle ; 

6. The form and size of the pelvis. In order to 
examine the pelvis as accurately as possible, the bowel 
must be emptied beforehand ; the midwife often finds 
it so full of hard lumps during pregnancy, that she 
might mistake them for the bony walls of the pelvis. 
The examination is best made in the last two or three 
months of pregnancy, at which time the previous 
loosening of the soft parts permits the most accurate 
investigation of the pelvic walls. If the head should 
be already in the pelvis, it may be concluded, as a rule, 
that the pelvis is wide enough — ^at least, for the pre- 
senting child. If the pelvis is still empty, she slowly 
carries the first, or first and second fingers on towards 
the back wall of the pelvis, whilst, with the other 
fingers turned down into the palm of the hand, she 
carefully presses back the perinaeum, and then allows 
the tips of the fingers to glide over the anterior sur- 
face of the sacrum, until they reach the sharp border 
of the promontory. If she is not able to reach the 
promontory after a careful examination, she may 
conclude with some certainty that the antero-posterior 
(direct) diameter is not narrowed. Grenerally the pro- 
montory is easier to reach in later pregnancies than 
in first, as the perinseum and external parts offer less 
resistance to the hand, even allowing the turned-down 
fingers to partially penetrate into the passage. In 
order to judge of the width of the pelvis, the midwife 
must be careful to follow the curve of the side walls 
of the pelvis from the posterior surface of the sym- 
physis pubis. The more these curve outwards, and 
the less she is able to follow them backwards, the 
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more justified is she in taking for granted that there 
is a sufficiency of room in that direction. 

§61. 

It is of great service to combine the internal and 
external eocamin^tians ; that is, whilst the finger of 
one hand is exploring in the vagina, to press gently 
upon the belly of the patient with the other hand. 
In this way the midwife can, for example, ascertain 
accurately the size and position of the womb in the 
earlier months of pregnancy or at a later period ; or 
during labour she can clear up a doubt as to the pre- 
sentation by pressing the child downwards with the 
one hand upon the exploring finger of the other. For 
these examinations the walls of the abdomen must be 
relaxed as much aa possible ; they can therefore only 
be carried out with the thighs well drawn up. 

§62. 

The midwife must be able to examine with one hand 
as well as with the other. In order that her hands 
may be skilled, she must not make them hard and stiff 
by heavy work. She must avoid wounding them as 
much as possible, and keep the nails cut round, but 
not too short. The examining hand should never be 
cold ; but, above all things, the midwife must keep her 
hands clean and sweet by washing them thoroughly, 
and brushing the nails carefully. She must wash 
her hands before every examination, even although 
she may not know them to be unclean } and, of course, 
she will wash them when the examination is ended. 



CHAPTER Y. 

THE SIGNS AND TIME-EECKONING OF PREGNANCY. 

§ 63. 

Those only, that actually prove the existence of a 
child within the womb, can be considered certain sign^ 
of pregnancy. They are : — 
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1. Feding some part of a child within the womb, 
either by external or internal examination ; 

2. Feeling distinct movements of the child, or hearing 
the blow of the child* s/oot against the waUs of the womb 
when the ear is applied to the abdomen (see § 59) ; 

3. Hearing distinctly the sounds of the foetal heart. 

§64. 

All the other changes that take place in the body 
of the woman during pregnancy are uncertain, and at 
best probable, signs. Similar changes may be brought 
about to some extent by sickness, and to some extent 
they may be absent even during pregnancy. The pro- 
bable signs of most value are the changes that take 
place in the genital organs, these being the most 
constant in every case. 

When the menses, or monthly courses, stop in a 
healthy woman, we conclude with probability that she 
is pregnant; but the midwife must not forget that 
this cessation may depend on sickness, and that, on 
the other hand, in some women the menses return one 
or more times during pregnancy. 

Increase in the size of the uterus justifies the 
assumption of pregnancy : the more regularly it pro- 
gresses the more the shape of the uterus is retained 
withal ; and when, with increase in size, there is not 
only a shortening or rounding of the vaginal portion 
(which may take place when the enlargement is caused 
by disease), but when at the same time there is a 
softening and loosening of its texture. This softness 
and loosening of the vaginal portion, which, except in 
pregnancy, never occurs but at a menstrual period, 
leads the skilful midwife to suspect pregnancy even 
in the second and third month in first pregnancies; 
whilst in women who have already borne children the 
^changes of the vaginal portion set in later. 

The uterine murmur has also a certain value as a 
sign of pregnancy, as it is but rarely heard in enlarge- 
ments from disease. 
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The same with the changes in the breasts — the 
swelling, the dark colour of the areola, the oozing of 
a milky fluid from the nipple in women who have not 
previously borne children, are tolerably safe signs of 
pregnancy ; but they are not so with women who have 
done so. In them the areola retains its colour, and an 
oozing of milk from the nipple is not uncommon in un- 
healthy conditions of the womb and its surroundings. 

All disorders of the general health of the patient — 
nausea, vomiting, salivation, longings, etc. — are but 
uncertain signs of pregnancy. They -usually set in 
during the second month, rarely earlier, and disappear 
towards the fourth or fifth ; frequently, however, they 
are altogether absent. Some women who have ex- 
perienced these disorders in previous pregnancies can 
tell almost to a certainty by their setting in that they 
are pregnant. The midwife, however, must be very 
cautious as to their meaning, and never trust to them 
alone. In all doubtful cases she must keep back her 
opinion and insist on a medical man being consulted. 

§65. 

The midwife may seek to find out the duration of an 
existing pregnancy in various ways. Yery commonly 
it is reckoned from the stoppage of the menses. Ten 
lunar months, forty weeks, 280 days, or nine calendar 
months and six days, are reckoned, from the day the 
last monthly discharge sets in, to labour. In most 
cases these calculations prove correct, when we are 
certain what to reckon from, sometimes even to the 
very day. 

§66. 

If we cannot make these calculations, either from 
the pregnant woman not knowing when her menses 
appeared last, or from it appearing likely that they 
returned once or more after conceiving, or from con- 
ception taking place whilst she has been suckling 
another child, and before the menses returned after 
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its birth, the midwife may then reckon from the day 
on which the movements of the child are first felt 
(quickening). This is supposed to occur about the 
middle of pregnancy, as a rule. Observant women, 
however, usually feel it earlier, from the seventeenth 
to the eighteenth week, whilst unobservant ones will 
not notice it till after the twentieth. For these reasons 
this method of reckoning is very uncertain. 

§67. 

Finally, the widwife can ascertain the period of 
pregnancy by the combined external and internal 
examinations. 

For this purpose she notices principally the size of 
the uterus, the development of the child, and, specially 
in the later period of pregnancy, the changes percep- 
tible in the neck of the womb. 

As long as the uterus remains within the pelvis, 
that is, to the beginning of the fourth month,* the 
midwife recognises its increase in size partly by inter- 
nal eiLamination, by its lessened freedom of movement, 
partly by the combined external and internal examina- 
tion, when the uterus is caught between the two hands 
and the distance between them calculated. From the 
fourth month, when the top of the womb can be felt 
above the symphysis pubis, the size is calculated by 
its situation in the abdomen. 

In the fifth month it gradually mounts upwards 
towards the navel, and in the sixth it reaches it, the 
body increasing in size at the same time. On account 
of this mounting higher, the navel looks more upward, 
and the pit begins to disappear. In the seventh 
month the uterus may be felt a little above the navel, 
and in the eighth it reaches two or three finger- 
breadths above it, the navel pit completely disappear- 
ing. In the ninth month the uterus reaches to half- 
way between the navel and the pit of the stomach, 

* It must be borne in mind that, in this work, a month 
always means a period of four weeks. — Tb. 
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and even higher ; the body reaches its greatest girth, 
and the navel looks like a flat bladder. 

In the tenth month the top of the womb sinks down 
again, and a little over forwards, the tension of the 
abdominal walls is somewhat relieved, and the preg^^ 
nant woman feels lighter. The midwife can usually 
discover a little hardness of the womb from time to 
time by feeling it, although the patient herself does 
not feel any pain. 

It must be borne in mind, however, that these state- 
ments are not always, and unconditionally, correct, 
as, at the same period of pregnancy, the distension 
of the uterus by its contents (child, membranes, and 
waters) is not always alike in all women; and even 
with the same degree of distension, the uterus rises 
higher the more it is supported by tight strong 
abdominal walls, as in first pregnancies, and sinks 
lower the more it falls forward when the abdominal 
walls are yielding, as in those who have borne several 
children. 

From the time that the midwife can feel the move- 
ments of the child and hear the beating of its heart 
distinctly, she may conclude that her charge has 
reached the sixth month at least,* In the later months 
of pregnancy, it is hazardous to give an opinion as to 
its period from the size of the child as felt from the 
outside, as this is not alike in all women, and the 
length and weight of full-grown children, as is well 
known, vary very much. Neither does the condition 
of the presenting head of the child allow us to reckon 
the date with any certainty. In fii*st pregnancies in 
women who have capacious pelves, the head can be 
felt from the vagina from the seventh to the eighth 
month, and in the ninth it sinks down into the pelvic 
inlet. In women who have borne several, however, it 
usually remains above the pelvis until labour sets in ; 
and the same when the pelvis is contracted. When 

* I have heard the sound much earlier, at twenty weeks and 
three days. — Tb. 
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the position or presentation is irregular, the presenting 
part generally sinks down into the pelvis late, often 
only during labour. 

In the condition of the neck of the womb also, there 
is a considerable difference between first and subse- 
quent pregnancies. In first pregnancies, even as early 
as the third month, the swelling, softening, and round- 
ing of the vaginal portion, and the transformation of 
the transverse split of the external mouth of the womb 
into a little round pit, render the suspicion of com- 
mencing pregnancy a very correct one usually. From 
the seventh month the swelling of the vaginal dome, 
in the neighbourhood of the neck of the womb, fre- 
quently shortens the vaginal portion. If the head 
descends into the pelvis in the ninth or tenth month 
of pregnancy, the anterior lip of the womb gradually 
disappears from pressure — without the mouth opening, 
however. By this the cervical canal is only apparently 
opened out. It runs to the lowest segment of the 
uterus without being shortened, but is pressed flat 
together from above in a backward direction. Still, 
there are cases in which, in the last months of preg- 
nancy, the cervical canal is really partially, or even 
completely, unfolded by the pressure of the head. 
When the head remains high up, the vaginal portion 
is not quite obliterated even at the end of pregnancy. 

In women who have borne children, the changes in the 
vaginal portion usually set in later, and more irregu- 
larly. It is apparently not so much shortened in them; 
and even at the end of pregnancy, the swollen lips of the 
womb, often notched at the sides, distinctly project into 
the vagina. The cervical canal remains unopened. 

About the end of the eighth, or beginning of the 
ninth month, the external mouth of the womb begins 
to dilate; the opening, which is funnel-shaped, be- 
comes larger; and in the last month of pregnancy 
(sometimes earlier) the whole of the cervical canal 
admits the finger : the internal mouth of the womb, 
however, is always narrower than the external. 

4 
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CHAPTER YI. 

THE midwife's DUTIES IN REGULAR PREGNANCY. 

§ 68. 

Pregnancy is not to be looked on as a sickness, 
although the changes it produces are sometimes so 
excessive that they may assume the nature of dis- 
eases. Moreover, many things are hurtful to a preg- 
nant woman that are not so to a woman who is not 
pregnant. 

It is the duty of the midwife, therefore, to advise 
the woman who has entrusted herself to her care as 
to what is proper for her condition, and keep her back 
from everything that can be hurtful. 

§ 69.. 

As a rule, a pregnant woman should follow her 
ordinary mode of life, so long as there is nothing in 
it injurious to health ; but she must avoid all excess. 
Indigestible and windy foods must be strictly withheld. 
Heating drinks — such as beer, wine, strong coffee, and 
tea — must be taken with caution, and spirits not at 
all. Vomiting in the first months, when, as is often 
the case, it only occurs on getting out of bed in the 
morning, when the stomach is empty, is often over- 
come by the patient taking a light breakfast in bed. 
In the later months she must be careful not to eat too 
much at once, especially at night. 

It is very important that the bowels should be gently 
opened every day. The pregnant woman must try to 
axscustom herself to regularity with regard to this. To 
this end the midwife may order a glass of cold water 
morning and evening, the use of cooked fruit, laxative 
kinds of food, etc. If these means are not sufficient, 
an enema of lukewarm water may be used. 

She must not order purgative medicines : this ought 
to be left to the medical man. 



f 
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The pregnant woman must pass urine as often as 
she has the desire. This rule should be followed with 
particular care in the first three months of pregnancy. 

The clothing of the pregnant woman should be so 
arranged that the free expansion of the belly and 
breasts may not be hindered, nor the free circulation 
of the blood in the lower extremities prevented, by 
burdensome pressure or too tightly fitting garments 
In the later period of pregnancy, the thighs, genital 
parts, and belly should be protected against cold by 
sufficiently wide drawers. To those who have borne 
children, and .who have again passed the sixth month 
of pregnancy, a properly adjusted binder is much to be 
recommended; this is absolutely necessary when the 
belly hangs down^ 

Cleanliness generally conduces to healthiness, and 
especially in pregnant women. The breasts, thighs, 
and belly should be washed often, — the genitals at 
least once a day, — in cold fresh water. The medical 
man decides as to the use of baths.. Foot-baths 
should be discountenanced. 

The breathing of pure, healthy air is even more 
necessary during pregnancy than at any other time. 
To pass the time in a closed-up room, with used-up 
air, — as, for instance, where numbers of people are 
collected together, — is decidedly injurious to pregnant 
women. 

As far as is possible, the patient should take moderate 
exercise in the open air. (xenerally she should not sit 
too long and perseveringly, and should only avoid 
those exertions and movements which cause a sharp 
shaking of the body, such as running, jumping, riding 
over jolty roads, etc.; or those in which the belly 
undergoes strong pressure, as in stooping low, pushing 
a drawer to with the knees, lifting heavy things, etc. 

Sexual intercourse should only be very moderate 
during pregnancy, and exercised with caution. It is 
most injurious in the early period, and at the time 
when the menses would have appeared had there been 
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no pregnancy. Women who have aborted must avoid 
it altogether. 

A pregnant woman should keep herself from strong 
mental excitements — such as fear, anger, and passion 
— as much as possible. Many women are inclined to 
be melancholy towards the end of the time, and believe 
they will never get over it. In such cases the midwife 
should strive to soothe and encourage them, and en- 
deavour to instil courage, hopefulness, and confidence 
into them. 

If the pregnant woman intends to suckle her child 
herself, she should keep the nipples very clean, by 
washing them frequently with soap and cold water ; 
and in the later months she should moisten them night 
and morning with brandy, or a decoction of oak bark, 
in order to avoid sore nipples in childbed. If the 
nipples are not sufBciently prominent, the midwife 
should recommend her charge to draw them carefully 
out with the fingers several times a day during the 
last few weeks. 



SECTIOK II. 

REGULAR LABOUR, AND THE DUTIES OF TEE 
MIDWIFE IN CONNECTION THEREWITH, 

CHAPTER I. 

LABOUR IN GENERAL. 

§70. 
XiABOUR is that process in a pregnant woman by which 
her fruit, with its coverings, is cast out from the womb 
by the powers provided by nature for the purpose. 
The expelling powers are the contractions of the womb, 
these being aided towards the end of labour by pres- 
sure from the abdominal muscles. By these the re- 
sistance which the narrowness of the genital passages 
offers to the passage of the ovum is overcome : first, 
the resistance of the neck of the womb ; then that of 



FOB MIDWIVES. 53 

the vagina, and above all the pelvis ; and, lastly, that 
of the external parts, the vulva and perinseum. It is 
only as a rare exception, and when labour comes on 
very early, that the ovum is expelled entire — that is, 
that the child, with its membranes and their waters, 
is expelled with the membranes unbroken ; as a rule, 
after the rupture of the membranes, the child is ex- 
pelled, and then the after-birth. 

When labour is completed by the sole powers of the , 
labouring woman, it is called a natural labour; if 
artificial help is needed, it is called artificial labour, or 
a delivery. 

Labours can be considered from various points of 
view, and classified accordingly ; but it is sufficient for 
the midwife to consider the following divisions. 

§71. 

With regard to the various periods of pregnancy at 
which labour may set in, births may be divided into 
untimely, premature, timely, and delayed. 

1. An untimely birth, or abortion, or miscarriage,, 
is the casting- off of the child within the first seven 
months. Such a child cannot live separated from its, 
mother. 

2. Premature birth is the expulsion of the child 
from the beginning of the eighth to the middle of the 
tenth month. Such a child may be brought up u^der 
favourable circumstances, and with careful nursing. 

3. Timely birth sets in at the end of the tenth 
month, when the child has reached maturity. 

4. Delayed birth is that which sets in after the 
tenth month or fortieth week. A delay of a few days 
is not rare; where a longer delay is assumed, it is 
more likely that there is an error in the calculations. 

§72. 

From the character of its course, labour is divided 
into reguUvr and irregular. Regular labours are those 
which follow the course most commonly presented to 
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our observation. Irregular labours are those which 
deviate from the regular — that is, the ordinary — course 
in some particular. This division is the most im- 
portant for the midwife. In irregular labour the 
circumstances must be very favourable, if it can be 
completed by the natural powers, and without injury 
to either mother or child. For this reason, then, 
wherever in such a case the handbook does not give 
, her express permission to take sole charge, she is under 
strict obligations to call in the assistance of a medical 
man. 



CHAPTER II. 

THE EXPULSIVE POWERS OF LABOUR. 

§73. 

The principal powers employed in labour are the 
contractions of the womb, or Pains, as they are called. 
They are independent of the will : they come on with 
intervals between them, which as a rule become shorter 
as the contractions become longer and stronger. Each 
separate pain begins gently, grows gradually stronger, 
and, after remaining so a short time, disappears as it 
came on. The contraction is strongest at the base or 
fundus of the womb, where it commences, and passes 
downwards to the neck, until both upper and lower 
parts of the womb are in a state of contraction at the 
same time. By these contractions the cavity of the 
womb is narrowed ; consequently the ovum is pressed 
upon, and forced down towards the lower opening, 
where the pressure is least. At the same time the 
walls of the uterus become separated from the ovum 
by these contractions. Usually a portion of the waters 
gets pressed down in front of the child's head. This 
bladder-like bag of water, enclosed by its membranes, 
is pushed down like a wedge through the cervical canal 
to the external mouth of the womb, which is thereby 
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gradually dilated. Then, when, in consequence of the 
increased pressure, the membranes are ruptured, the 
waters lying in front of the child's head escape. The 
uterine contractions then drive the head through th« 
rent in the membrane into the dilated mouth of the 
womb ; this being drawn back over the head, the pains 
continue to force it lower into the vagina, and at last 
through the vulva, where, upon a renewed contraction 
of the womb, the body of the child, and the remainder 
of the watery, follow ; and, after a littJle While, at last 
the placenta and membranes. 

§74. 

The contractions of the womb are called Pains 
because they are accompanied by pain. The pain 
usually begins in the loins and sacrum, and then comes 
round to the front, to the lower part of the belly, over 
the pubes, and occasionally down the thighs. The pain 
is caused in part by the uterine contractions them- 
selves, through pressure on the nerves that run in 
the walls of the uterus ; but chiefly by the distension 
and stretching of the mouth of the womb, the vagina, 
and external parts, by pressure df the membranes or 
body of the child. 

§75. 

The midwife recognises the coming-on of a pain by 
the hardening of the womb, which can be felt by the 
hand lying upon it, and generally before the patient 
herself feels any pain. At the same time she feels the 
uterus rise upwards, and the anterior abdominal walls 
driven forward by the fundus of the womb. When 
pregnant women suffer from pains which come and go, 
but which, although resembling labour pains, are from 
a different cause, such as colic, the midwife can distin- 
guish them from labour pains, from the time the womb 
can be felt externally, by the womb remaining soft and 
uncontracted whilst the pain is on. But she must not 
forget that both kinds of pain may exist together, or 
alternate with each others 
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§76. 

The midwife knows that the pains are regular, above 
all, by the good effect they have on the progress of the 
labour. In the meantime, however, the effects of the 
pains can be prevented by unfavourable circumstances 
— such as, for example, a narrow passage, or an irre- 
gular presentation. The midwife must therefore keep 
the following in mind : — 

1. In a regular pain, the hardening of the womb 
felt from the outside rises to a certain pitch gradually 
only, keeps at this pitch a while, and then goes off as 
gradually as it came on. 

'2. The contractions of the fundus and body of the 
womb are more powerful than the resistance of the 
neck. The latter, therefore, gives way before the pres- 
sure of the bulged-out membranes, and is drawn back 
in proportion as it dilates. 

3. The pain is usually confined to the regions of the 
sacrum and pubes : it is not immoderately great, and 
corresponds to the strength of the contractions and to 
the hardening of the womb as felt by the hand. The 
intervals between the pains are free from pain, and 
the womb is not tender to the touch. 

4. The force and length as well as the frequency of 
the pains are proportionate to the resistance the pas- 
sages offer to the advancing child. 

In judging of the pains, the midwife must not decide 
from her observation of a single one, as in almost every 
labour strong pains alternate with weak ones, but she 
must take a series, and observe their character and 
effects. 

§77. 

When the patient, after drawing in a deep breath, 
holds it in and squeezes and forces downwards by 
means of the abdominal muscles, she is said to hear 
down. By doing this the abdominal cavity is narrowed 
from above, from the front, and from the sides, and 
its contents are pressed upon ; and as, when at stool, 
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the contents of the intestines are driven on their W9;y 
by this pressure, so in labour the same pressure drives 
the child onwards towards the external genital opening, 
and the pains are assisted. In order to make the most 
use of these " bearings-down," the labouring woman 
fixes her feet against something, with the knees drawn 
up. She grasps a towel, or a handle, with both hands ;. 
and, the pelvis being fixed, bends the upper parts of 
the body forcibly forwards. Unlike the contractions 
of the womb, which are independent of the will, these 
bearings-down can be brought into play at any time- 
As soon as the greater part of the ovum has passed 
through the external mouth of the womb, however, 
and put the va^na on the stretch, they become in- 
voluntary ; and the nearer the labour gets to the end^. 
the less is the patient capable of controlling them.. 



CHAPTER III. 

THE COURSE AND STAGES OF LABOUR. 

§78. 

According to the object and effect of the pains, we* 
divide the course of labour into two principal periods, 
or stages, — the stage of dilatation, and the stage of 
expulsion. The stage of dilatation begins with the com- 
mencement of true pains, plainly felt by the woman 
herself, the distinct effect of which is the opening-out 
of the neck of the uterus and dilatation of its external 
mouth, and continues till these processes are com- 
pleted. In the stage of expulsion, the pains drive the 
child, and then the after-birth, through the dilated 
mouth of the womb, into the vagina, and finally through 
the external opening, or vulva. This stage may be also 
divided into two — first, that of the expulsion of the 
child ; and, second, that of the expulsion of the after- 
birth. The latter is therefore called the " after-birtk 
period" or " stage." 
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§ .79. 

Already, in the last three or four weeks of pregnancy, 
the midwife may become aware of an occasional harden- 
ing of the womb by the touch, although the pregnant 
woman herself may not feel any pain, or at most ex- 
perience a slight dragging over the loins and sacrum. 
These painless ybre- or foretelling-pains plainly prepare 
the way for labour. The fundus of the womb at the 
same time sinks lower down. In first labours the 
vaginal portion usually disappearsmore and more under 
the pressure of the head which has already entered the 
pelvis. The canal of the neck is more or less com- 
pletely opened out (often only apparently so, however), 
while the external mouth of the womb remains closed. 
In those who have borne children, the canal of the 
neck, already open, generally becomes wider, but only 
in exceptional cases shorter. {See§ 67.) In both, there 
is an increasing loosening-up and softening, not only of 
the neck of the uterus, but also of the vagina and ex- 
ternal parts, accompanied by heightened temperature 
and increased secretion of mucus. If an internal 
examination be made during such a contraction, there 
is no noticeable action as a rule ; the mouth and neck 
remain relaxed. If the finger can be passed through 
the OS and cervix as far as the membranes, they will 
be found to lie close to the head, and but rarely, and 
then only for a moment, bulged out by a small quantity 
of waters. Occasionally the neck contracts round the 
finger, but only from being irritated by the touch, as 
this contraction can be felt when no general contrac- 
tion of the womb can be detected from the outside, 
and consequently when no true pain is present. 

§80. 

The midwife recognises the commencement of labour, 
the beginning of the stage of dilatation, in part by 
the smart pain felt by the patient, and in part by the 
effect of the pain on the neck and mouth of the womb. 
Usually the lowest part of the ovum is already sepa- 
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rated to a greater or less extent from the uterus by 
that dilatation of the internal mouth of the womb 
which is produced by the .preliminary or fore-pains.* 
During a pain this portion of the membranes is now 
bulged out in front of the head like a distended bladder 
by the pressure of the water, and is forced into the 
canal of the neck of the womb like a wedge. This is 
called the fruit-bladder or presenting membranes. 
When the pain ceases, the distension of the fruit- 
bladder also ceases, and a part of the waters re-enters 
the««Iaxed ufcerus. Just in proportion as the bag of 
waters dilates the cervical canal, so the head descends 
into it during the pains, and at the same time the 
internal mouth is withdrawn over it. The cervical 
canal is thus not only widened, but it is distended 
lengthwise at the same time. Gradually the advancing 
head blocks up the way, so that the waters lying in 
front of it cannot return between the pains, and the 
membranes remain distended, and iready to burst. 
With the farther advance of the head the distension 
of the membranous bag goes on increasing during the 
pains without any increase in the quantity of the 
waters. As the external mouth off the womb gives 
way to the pressure and widens, it is also withdrawn 
over the advancing fruit-bladder ; and when at last the 
membranes are ruptured by the increasing pressure 
upon the water, the head has already entered into it 
more or less. 

The lower the head sinks into the pelvis, at the 
commencement of labour, the more completely is the 
canal of the cervix closed up ; consequently less water 
can be passed down with it, and so much the smaller 
is the bladder of waters in front of the head. 

On the other hand, the longer the head keeps its 
ground above the pelvis, without entering the cervical 

* It is well to bear in mind that by the term ovum, or egg^ 
is meant, not only the child, but all the products of conception 
that lie within the womb, comprising child, cord, membranes, 
placenta, and waters. — Tb, 
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canal, so- much the greater is the quantity of water 
pressed down, along with it at every pain; and the 
dilatation of the neck of the womb,, and the opening 
of its mouth, will be wholly or in greater part brought 
about by the advancing fruit -bladder. 

It is most favourable when the bursting of the 
membranes and the dilatation of the mouth of the 
womb take place at the same time. But this is not 
by any means always the case. When the membranes 
are very weak, or if they are only slightly capable of 
"giving," and are not at the same time firm, they 
frequently rupture earlier, sometimes even at the very 
first pains ; and then, instead of the fruit-bladder, the 
advancing head of the child has to complete the 
opening-out of the neck of the womb and the dilata- 
tion of its mouth ; in such a case these processes are 
generally more painful and tedious. >^ 

On the other hand, when the membranes give a 
good deal, but at the same time are very tough, even 
after the mouth of the womb is fully dilated, the bag 
of waters advances steadily lower into the vagina, and 
even through the vulva, before it is ruptured, unless 
it is done artificially, as indeed it usually is. 

When the membranes are ruptured, the waters lying 
in front of the head all flow out. The remainder are 
retained within the cavity of the womb, as long as the 
head of the child closes its mouth sufficiently. If the 
head is still high up and lying loose, however, part of 
the waters runs off at the time the membranes are rup- 
tured, and part afterwards during the succeeding pains. 

§81. 

The pains at this stage — the dilating or preparatory 
pains — are usually weak at the commencement, with 
long intervals between them, and are only felt by the 
patient as a dull dragging in the back, with a slight 
bearing-down. When the mouth of the womb is 
dilated, they increase in strength and frequency ; they 
come on every ten or five minuses, or even oftener, 
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and last about a quarter of a minute. They are accom- 
panied by violent pain, especially in the sacrum, and 
towards the belly, and often downwards towards the 
knees, and by strong bearing-down, so that the patient 
is compelled to stand still, and bend the knees, and lean 
against something or support herself with her hands. 

Even at the setting- in of the first pains, the patient 
experiences a certain anxiety and restlessness ; added 
to these is a frequent desire to pass urine : the appetite 
is diminished. 

An internal examination discloses a softer, warmer, 
and moister vagina ; and out of the mouth of the womb 
a jelly-like slime is emptying itself, often in great clots. 
In the further course of the stage of dilatation, this is 
usually mixed with some blood : there is a show. This 
slight bleeding arises in part from the rupture of some 
minute vessels where the ovum has become separated 
from the womb, and in part from small lacerations 
caused by the distension of the neck and mouth of 
the womb. 

§ 82. 

After the rupture of the membranes the pains often 
cease for a while. In proportion to the quantity of 
waters that have escaped, the uterus fits more closely 
to the body of the child, so that its form becomes 
more irregular. As the walls of the uterus become 
thicker as its circumference diminishes, the parts of 
the child cannot be felt so plainly, and its movements 
are not so free. Soon the pains become stronger 
again ; they follow one another more rapidly, and are 
longer; the womb becomes distinctly harder whilst 
they are on; the pain is more violent, and extends 
over the whole belly, and down to the knees; the 
labouring woman seeks to fix her feet against some- 
thing, and to hold fast with her hands, and bears 
down with breath held in as she would at stool, whilst 
the face becomes red, and the skin is covered with 
perspiration. 
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When the flow of waters from the womb has con- 
tinued to this period, it generally ceases when these 
stronger pains of the stage of expulsion set in. Whilst 
the pains drive the child's head, like a firm wedge, 
into the dilated mouth of the womb, they draw^ the 
latter back over it, and the head passes out ofthe-wornb 
into the vagina. This advance naturally takes place 
the more quickly, the pains being the same, the more 
nearly the head has approached the external mouth 
of the womb, behind the fruit-bladder. If the head 
is still high, the portion of the neck of the womb that 
is before it falls together again on the escape of the 
waters, and has to be opened afresh by the farther 
advance of the child's head. 

§83. 

The vagina itself usually offers no resistance to the 
advance of the child's head, as its soft and yielding 
walls are easily expanded as far as the walls of the 
pelvis will allow. Wherefore, if the pelvis be wide 
enough, the head is not subjected to any particular 
pressure in its passage through. If the pelvis opposes 
a little more resistance, however, the edges of the bones 
of the skull are made to overlap one another where 
they join, the scalp is thrown into folds, and a swelling 
forms upon that segment of the head that lies free in 
the pelvis — the so-called tv/mcmr of the scalp. It is a 
result of the stoppage of the circulation caused by the 
pressure of the pelvis upon the blood-vessels of the 
soft skull-walls. The tumour of the scalp is larger 
according to the degree and duration of the pressure. 
Sometimes it is produced by the resistance of the 
mouth of the womb, when the waters have escaped too 
early. 

A similar swelling is produced in the maternal genital 
parts by pressure of the head within the lower portion 
of the vagina, and in the genital folds; but only 
exceptionally, when there is unusual strength or long 
duration of the pains. Betention of urine, however. 
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is often caused by pressure on the urinary passage, 
whilst towards the end of labour pressure on the 
lower bowel causes evacuation of its contents with 
violent strainings 

§84. 

When the head has advanced as far as the outlet of 
the pelvis, the narrowness of the vulva and the resistance 
of the perinfleum oppose a hindrance to its progress, 
especially in first labours. At first the head is only 
visible between the greater genital folds during a pain. 
When this is over, it retires, and the vulva closes again : 
the head is at the birth. By the repeated pressure of 
the head the genital folds are more and more forced 
apart, and the vulva dilated from below, so that an ever- 
increasing segment of the head can enter it, which 
now does not entirely disappear during the pains : the 
head is in the birth. At the same time the head 
presses against the perinseum, and this, being forced 
downwards and backwards, is gradually thinned and 
stretched out to double its usual length, and also 
bulged forwards. This, along with the lower portion 
of the vulva and the vestibule, forms a gutter-like 
elongation of the pelvic canal, receiving the advancing 
head after it emerges from the bony pelvis. Besides 
the perinseum, the anus is also forced backwards, and 
put on the stretch from side to side ; the front fold of 
the anal ring disappears, and even the anterior wall 
of the bowel is bulged forwards. If the expulsion of 
the head is delayed, a tumour of the scalp is formed 
anew, or perhaps for the first time, on the part that 
is free from pressure. 

At last, during a pain, or more frequently on the 
cessation of one, the distended perinseum is withdrawn 
over the advancing head : the head is bom. At this 
period, in first labours, there is usually a rupture of 
the anterior fold of the perinaeum, sometimes extending 
^toit. 

The pains of this latter part of the stage of expulsion 
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are the strongest, most painful, and agonizing of the' 
whole labour. The patient falls into a condition of 
the greatest anguish and excitement ; she strains vio- 
lently, scarcely allowing herself time to draw breath, 
her knees shake together, her arms clutch frantically 
after something to lay hold of, until at last, with a 
shriek, she brings the head of the child into the world. 
The trunk of the child does not usually follow 
immediately, but is expelled after a short interval by 
a weaker pain. After this, the remainder of the 
waters escapes, often mixed with blood, as, the womb 
being considerably diminished in size, a portion of the 
placenta is usually detached. 

§85. 

In the after-birth period, after the expulsion of the 
child, the mother usually enjoys an agreeable period of 
rest, during which, with the exception of a feeling of 
burning in the distended and bruised external genital 
parts, she feels no pain, and may even give way to a 
light slumber when the labour has been a very long 
one. The womb can be felt through the soft abdominal 
walls as a tolerably firm, movable tumour, about the 
size of a man's head, of an irregular globular shape ; 
its upper margin is usually felt on a level with the 
navel, or a little above, more rarely below. From time 
to time some blood is discharged from the vagina, 
during gentle contractions of the womb, which are 
perceptible from the outside. 

The placenta is usually completely separated from 
the womb, in from a quarter to half an hour, by 
renewed and more powerful uterine contractions, and 
accompanied by rushes of blood. For whilst the 
uterus is growing smaller and smaller by means of 
the contractions, it is becoming displaced over the 
placenta, so that all the vessels that empty blood into 
the placenta, or carry blood from it, and by means of 
which the connection between the two was maintained, 
are torn across. The succeeding contractions force 
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the now separated placenta, usually with the edge in 
front, through the still dilated neck of the womb into 
the vagina. After the uterus is completely emptied, 
it can be felt about a hand-breadth above the pubes. 
During the expulsion of the placenta from the womb, 
the membranes have been turned inside-out, owing to 
their still remaining partially attached to the interior 
of it ; and they are then drawn out by the placenta, 
the inner surface of which lies downwards. The after- 
birth is rarely expelled through the genital fissure, 
but generally has to be drawn out of the vagina. It 
is followed by a quantity of blood, partly clotted and 
partly fluid, that has collected behind it. It is not 
usual for much bleeding to take place after this, as 
the contraction of the womb, and its great diminution 
in size, have pressed together the walls of the blood- 
vessels, and their openings at the place where the 
placenta has been separated become more and more 
closed. This ends the labour. 

§ 86. 

The processes of labour are almost of more import- 
ance to the child than to the mother, for which reason 
the midwife must be made acquainted with the effects 
of labour on the child.. As we have already seen,. 
the child is connected with the placenta,, in which the 
blood of the chOd is laved by that of its mother, and 
by means of the blood-vessels of the cord receives 
not only its proper nutrient juices, as they are after- 
wards prepared by digestion, but also oxygen, which 
is absolutely necessary to life,, and which after birth 
is introduced into the Lungs with the air we breathe,^ 
and thence taken up into the. blood. {See § 40.) 
So long as the communication between the child and 
its mother by means of the navel cord and placenta is 
uninterrupted, it has no need for breathing, and for 
this reason it makes no respiratory movements. By 
the pains of labour, however, this communication 
suffers passing interruptions. When, for instance, the 

5 
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uterus is contracted, the blood-vessels running within 
its walls are compressed, and not only is a greater 
part of the blood in them driven away in the return- 
ing vessels, but, what is of more importance, the 
inrushing new, bright red blood in the arteries is 
prevented from coming. Consequently the freshening 
of the child's blood in the placenta is not indeed 
altogether stopped- during a pain, but it is not so 
complete as usual. Moreover, by the uterine con- 
tractions the uterine cavity is diminished in size, and 
there is necessarily a pressure upon the ovum within 
it, and this is commimieated to the body of the child 
through the waters. The midwife discovers the dis- 
turbing influence of the pains partly by the fact that 
at the beginning of a contraction the placental mur- 
mur becomes clearer, but afterwards fainter, and then 
disappears, and only returns when the pain has ceased ; 
and partly by the fax;t that the beat of the child's heart 
becomes slower and weaker during a pain than in the 
intervals. These effects, however, are first noticeable 
when the pains have grown strong, and when there is 
a considerable reduction in the size of the womb after 
the discharge of the waters, and in the stage of expul- 
sion; and they increase in proportion as the uterus 
succeeds in emptying itself of its contents. The more 
waters, therefore, there are left within the womb after 
the rupture of the membranes, the more favourable is 
it for the child. At the close of the stage of expulsion, 
however, when the head and even a portion of the 
trunk of the child have left the womb, when the vio- 
lent pains follow more and more quickly, and when, as 
is commonly the case, a portion of the placenta has 
become detached, then in every case the necessity for 
breathing must rapidly grow more urgent. Therefore 
the first movement of a child, on emerging from the 
genital passages, is a strong inspiration or drawing-in 
of its breath, followed by a cry ; often, indeed, when 
only the head is bom, the movements of respiration 
can be observed on the child's face. After the birth of 
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the child, the navel cord generally pulsates, as before, 
as far as the interior of the vagina ; but no actual cir- 
culation of the blood takes place within the compressed 
placenta. During the first minutes, however, a portion 
of the blood in it may be driven by the contracted 
uterus into the veins of the cord, and in this way 
enter the body of the child. The more completely 
the lungs of the child are filled with air, the weaker 
becomes the pulse in the cord, and perceptible at a 
constantly diminishing distance, till at last it disap- 
pears altogether, for the reason that the child's blood 
now takes another course within the body, and that 
it now streams in greater quantity to the hitherto 
inactive lungs. 

§87. 

The duration of labour varies very much, according 
to the strength of the pains, the width of the pelvis, 
the dilatability of the soft parts, and the size of the 
child. In first labours, as a rule, the duration is longer 
than in those who have borne children. The average 
duration of labour where the pelvis is wide is from 
twelve to fifteen hours, of which eleven to fourteen 
belong to the stage of dilatation, and one to two to 
that of expulsion. 

In some cases, the stage of dilatation, as well as 
that of expulsion, may be considerably longer or 
shorter without the labour being classed as irregular 
on that account. 



CHAPTER IV. 



THE NATURAL POSITION OF THE CHJLD, AND ITS 
PASSAGE THROUGH THE PELVIS. 

' §88. 
One of the things necessary to a natural course of 
labour is a favourable position of the child. 

That is to say, a mature child can only pass along 
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the genital canal lengthwise, — the head or the breech 
laust go f/rst. The usual position of the child within 
the uterine cavity, in the last months of pregnancy, 
as we have seen, is this : the head is directed down- 
wards, and the top of the skull lies over the internal 
mouth of the womb, the chin being bent on to the 
breast. In a hundred labours the vertex or top of the 
head ** presents" ninety-seven times, on an average. 
Wherefore the vertex presentation is the regvlar one, 

§89. 

The head presentation is not only the most fre- 
quent, but when everything else is natural it is to be 
considered the most favourable one also. The head 
has indeed the greatest circumference (is the farthest 
round) of any part of the child's body, and its passage 
through the pelvis causes the most difficulty. These 
difficulties are diminished, however, as we shall see 
presently, by the fact that the skull ^adapts itself to 
the form of the surrounding structures more readily 
than the other parts of the body. When the head is 
bom, then the birth of the remaining portion of the 
body follows without any trouble. A second advantage 
lies in this — that by its size and shape the skull fills 
out the low^er segment of the womb most completely. 
By means of this the pressure of the waters upon the 
point of the ovum within the mouth of the womb, 
during the pains, is moderated, a more favourable 
shaping of the membranes is procured, and also a 
longer preservation of them from rupture, and, after 
the rupture, the complete escape of the waters from 
the uterine cavity is prevented, whereby the dangers 
of a prolonged fe,bour are considerably diminished. 
{See § 8:e.> 

§90. 

But, for labour to proceed regularly, it is not only 
necessary that the head should be the presenting part, 
but experience teaches us that the head should enter 
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'the pelvis and pass through it in a particular way. 
The roominess of the pelvis, as compared with the 
size of the child's head, as we have seen, is not only 
meagre, but its form varies in the different parts of it, 
so that in one part the greatest resistEuice to the 
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B of the head is in one direction, and, in another 
L another. The skull can be adapted to the 
I of whatever section of the pelvis it may be 
puBing through, in two sorts of ways. In the first, this 
adaptation is brought about by a twisting or rotation 



part, 
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of the head from side to side, whereby its diameters 
are brought into more f aTOurable relation to the diame- 
ters of the pelvis ; and, secondly, by a backward or 
forward movement, another and differently shaped 
portion of the vault of the skull may become the pre- 
senting part. The movable attachment of the head to 
the neck, or cervical portion of the spinal column, 
permits movements in various directions without the 
trunk necessarily taking part in them. It can twist 
itself, or be twisted, to a certain extent : on its perpen- 
dicular axis, that is, the face can be turned to one or 
the other shoulder ; on its direct axis — running from 
front to back : that is, the head can be bent down 
towards one shoulder or the other ; and at last most 
freely on its side-to-side or transverse axis : that is, it 
can bend itself forwards with the chin upon the breast, 
or stretch itself back, with the back of the head upon 
the neck. In the second, the shape of the skull can 
be changed by the pressure of the pelvic walls, without 
any change in its position or direction, as the bones, 
owing to their loose attachment to each other, can be 
pushed one under the other, and, owing to their soft- 
ness, their form can be changed, — that is, they can be 
flattened out, or they can be more sharply curved. 
This second method of adapting the skull to the shape 
of the pelvis comes into use principally where there is 
a considerable disproportion between the size of the 
head and the roominess of the pelvis, which cannot 
be sufficiently adjusted by changing the position and 
direction of the child's head. 

§91. 

The midwife may conjecture that there is a vertex 
presentation when by external examination she finds 
that the womb is regular and oval in form ; that in its 
fundus she is able to feel a large, irregular, heavily 
moving portion of the child (the breech), and near this 
smaller portions (the feet) ; and when she hears the 
sounds of the child's heart most plainly on the right op 
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left side, below the navel. When the abdominal walls 
are suflSciently yielding, and the tension of the uterine 
walls is not too great, she may be able to grasp a 
larger or smaller part of the child's head between her 
two hands, aocordicg to the proportion that lies above 
the pelvic inlet. On examining internally, she recog- 
nises the head presentation by the size, hardness, 
smoothness, and roundness of the part that lies nearest, 
and which, when it is above the pelvis, is usually very 
movable. When it is lower down,, she will be able to 
distinguish a suture,, or a f ontanelle, through the dilated 
mouth of the womb, or through the canal of the neck — 
occasionally even through the vaginal dome. 

§92. 

There are two kinds of regular presentations. 

In the first, the back and back of the head of the 
child are turned towards the left side of the mother ; 
the buttocks and feet will usually be felt in the fundus, 
towards the right side, where also the pregnant woman 
herself most frequently feels the liveliest movements. 
From, the breech the trunk can mostly be followed 
down towards the left ; so that when the womb is felt 
by both hands at the same time, it is felt to be less 
compressible on this side than the other. The sounds 
of the child's heart are heard most plainly on the left 
side, about midway between the navel and the anterior 
crest of the iliunu 

The point of time at which the head enters the 
pelvis, as we have said, varies. It may be found, at 
the end of pregnancy, wholly or in part in the pelvis, 
encircled by the lower segment of the womb ; or it may 
enter the dilated canal of the neck of the womb earlier 
or later during labour, and enter the pelvis along with 
it, sometimes enclosed within the uninjured membranes, 
and pushing the distended fruit-bladder before it, and 
sometimes only after the rupture of the membranes 
and escape of the waters. Whether the head enters 
sooner or later, the mode and method of entrance are 
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in all cases alike. As in a regular presentation the 

top of the child's head lies over the internal mouth of 

the womb, the child enters the brim of the pelvis with 

that part in advance, and in such a manner that the 

direct diameter of the head, being the longest, fits 

itself into the transverse (side-to-side) diameter of the 

pelvis, this being the longest ; whilst the transverse 

diameters of the head fit into the shorter direct one of 

the pelvis. This position is the rule even where the 

back of the child's body does not exactly face the 

side of the mother. The examining finger first oomes 

into contact with the right parietal or side bone of 

the skull, which lies lower than the left ; so that the 

tuberosity y as the prominence is called, can be easily 

felt by the finger behind the pubic bone. The side 

fontanelles and ear cannot yet be reached. Passing the 

finger in a straight line backwards from the parietal bone, 

it reaches the sagittal or arrow suture, which usually 

runs transversely across the pelvis, a little behind 

the middle line. Gliding the finger along this suture, 

to the left it reaches the lesser, and to the right the 

greater fontanelle. Occasionally both fontanelles are 

equally easy to reach, but usually one stands lower 

than the other ; and at the commencement of labour, 

when the narrowness of the mouth of the womb will 

not allow the presenting portion of the child's head to 

be felt over its whole extent, only one of them can 

usually be felt. Generally the back of the head points 

exactly sideways ; occasionally, however, it may be a 

little forwards, more rarely backwards, so that the 

suture runs slantingly across the pelvis. As the head 

advances, the back of it sinks deeper down at first, 

whilst the forehead is kept back by the opposite 

pelvic brim (rotation of the head on its transverse 

axis — nodding), and then turns itself gradually to the 

front (it turns on its perpendicular axis). If the 

head has reached the middle of the pelvic cavity, the 

back of it will be found turned towards the left oval 

opening, and the forehead towards the right ischiatic 
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notch; the suture crosses the pelvis in the right 
oblique diameter. The nearer the head approaches the 
outlet of the pelvis, the more the back of the head 
twists to the front from the left, whilst the forehead 
slides backwards into the hollow of the sacrum ; the 
suture then runs nearly in^he direct diameter of the 
pelvis. The back of the head is now driven under the 
pubic arch as far as the neck ; and whilst arrested 
behind the symphysis pubis, the front of the head 
is forced deeper and deeper, the coccyx bending back- 
wards at the same time, until at last both forehead 
and face advance over the perinseum. 

The reason why the head turns on its perpendicular 
axis, after it enters the pelvis, in the manner described, 
is this — that within the pehdc cavity the greatest 
dimensions are from before backwards, instead of 
from side to side, as is the case at the inlet. The 
direct diameter of the head finds room within the 
pelvic cavity the more easily, therefore, the more it 
rotates out of the cross into the direct diameter of the 
pelvis. Towards the pelvic outlet, however, where 
the direct diameter has again diminished, and equals 
that from side to side, the back part of the head 
which is advancing can now slip through the opening 
under the pubic arch. Afterwards, whilst this is 
firmly arrested here, the resistance which the tip 
of the coccyx: and the floor of the pelvis offer to 
the advance of the top of the head and brow forces 
these parts also forward towards the entrance of the 
vagina ; and in the vulva the head turns again on its 
transverse axis, in the direction opposite to that in 
which it turned on its entrance into the pelvis (the 
head is thrown back). This movement, and at the 
same time the expulsion of the head, is completed by 
the withdrawal of the distended perinseum, which has 
been stretched to the utmost, over the brow and face, 
by which they are allowed to advance into the world. 

After the head is born, the neck of the child iis still 
lying within the genital canal of the mother, the 
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back of the neck directly under the pubic arch, the 
chest and shoulders in the pelvic inlet (mostly some- 
what askew), the right shoulder above the right oval 
opening, the left in front of the left sacro-iliac articu- 
lation. As the trunk advances, the right shoulder 
turns more and more to thei front, whilst the left glides 
backwards into the hollow of the sacrum. The ex- 
pelled head follows this turn of the trunk ; the face 
therefore turns towards the mother's right thigh. The 
right shoulder is now pushed forwards under the pubic 
arch, whilst the left advances over the perinseum, 
whereupon the remaining parts of the body are bom 
facing the same way. The arms are either bom 
folded on the breast, or extended down by the side. 
Sometimes, in consequence of a so-called over-rotation 
or turn, the shoulders are found in the birth in the 
right oblique diameter of the pelvis. In this case the 
head turns with the face towards the mother's left 
thigh, the left shoulder advances under the pubio arch, 
and the right over the perinseum. 

§93. 

All this is reversed in the second position of the 
head. The back of the head and back of the child are 
turned towards the mother's right side ; buttocks and 
feet lie more towards the left in the upper part of the 
womb ; the trunk can be followed down from here 
towards the right, the uterus being less compressible 
on this side. The sounds of the child's heart are to 
be heard most plainly on the right side, midway 
between the navel and upper spine of the ilium. The 
left parietal or side bone, lying in front, is the lowest ; 
the smaller fontanelle towards the right, the greater 
towards the left. At the commencement of labour, the 
back of the head is usually turned a little more back- 
wards, so that the suture crosses the pelvis obliquely 
from the back of the right ilium to the left pubic bone. 
In the further course of labour, the back of the head 
turns from the right towards the front, the suture 
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rotates from the right oblique to the transverse dia- 
meter, and from this to the left oblique, and at the 
pelvic outlet very nearly runs directly from front to 
back. As the shoulders pass through, the face turns 
towards the mother's left thigh ; the left shoulder 
advances under the pubic arch, whilst the right passes 
over the perinseum. An over-rotation, or twist, takes 
place here rather more frequently than in the first 
position, so that the shoulders are, in the birth, in the 
left oblique diameter of the pelvis. 

The second position iis much less frequent than the 
first. 

§94. 

Should a scalp tumour be formed during the passage 
of the head through the pelvis {see § 83), its situation 
will depend on the presentation and the stage of the 
labour. Thus in the upper half of the pelvis, in the 
first position it will be on the right, and in the second 
on the left parietal bone. The farther the head will 
have advanced into the pelvis when the tumour is 
formed, the more will the occipital or hinder bone of 
the skull be covered by it ; and in the pelvic outlet it 
will extend to the parietal bone of the opposite side 
also. When the head is born, the skin over the 
tumour seems of a blue colour. By this blue colour 
the midwife may identify the spot where a tumour 
has existed earlier in labour, even if it have dis- 
appeared during the course of it. 

So long as the pelvis is roomy, no considerable 
overlapping of the bones of the skull takes place in 
a natural labour. When, occasionally,, whilst the head 
is l3ring transversely in the pelvic inlet, the hindmost 
parietal bone is pushed under its neighbour, this under- 
lapping usually disappears completely as the head 
descends into the lower part of the pelvis. 
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CHAPTER V. 

THE DUTIES OF THE MIDWIFE IN COXXECTION WITH 

BEGULAB LABOUB. 

§95. 

The assistance the midwife has to offer in regular 
labour is comprised in the following : she looks after 
the comfort of her charge, lightens her burdens as 
much as possible, and keeps up her spirits by sym- 
pathetic encouragements; moreover, she wards off 
everything that can injure, as much as lies in her 
power; and, after the labour, she undertakes the 
performance of the first duties both to the mother 
and the child. 

It is not every labour that runs a regular course, 
and even in labours that have begun as regular, 
irregularities may set in that are dangerous to the 
mother or the child. The midwife must become 
familiar with these possible irregularities, so that if 
they merely threaten, they may perhaps be warded off; 
and if they are actually present, she may recognise 
them early, so that she herself may render assistance 
as far as the handbook permits her, and, above all, that 
the timely assistance of a medical man may be pro- 
cured. 

The chief duty, then, of the midwife, at a regular 
labour, is, from the v^ery beginning, to make herself 
perfectly conversant, by an accurate examination, with 
all the conditions that can have any important bear- 
ing on the course of the labour, and by continued 
observation to assure berself that its natural course 
suffers no disturbance. 

§96. 

At every labour the midwife should take with her 
in a special receptacle the following instruments and 
appliances : — 

1. A syringe, with a vaginal tube for syringing out 
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the vagina, and two nozzles for injections into the 
bowels. 2. A female catheter. 3. Navel-scissors. 
4. If possible, a thermometer. 5. Thread, or narrow 
tape, for tying the cord. 6. A box with a dozen cotton 
balls about the size of hens' eggs, with a thread 
attached, for plugging the vagina. 7. A glass with 
carbolized oil {see § 403) for oiling the finger. 8. A 
bottle containing Hoffman's Drops or sal volatile. 

After using her instruments at any time, the midwife 
must always clean them carefully ; and the metal parts, 
when they have touched mattery discharges or foul 
substances, must be boiled, and afterwards oiled with 
the carbolized oil, and then washed with warm water, 
as such things as matter and putrid discharges easily 
set up dangerous sicknesses, especially when passed 
over any sore spot in the genital passages. She should 
keep all these instruments in their own particular bag 
or satchel, and this should always be placed in one 
part of the house, so that when a summons comes she 
has everything ready and everjrthing together, and she 
can take them with her without delay. 

§97. 

The midwife should go to no woman in labour without 
first washing and cleansing her hands properly. She 
must be very careful not to defile them with anything 
putrid, as these injurious substances are even more 
readily conveyed to sores in the genital passages by the 
hand than by instruments. Jf, therefore, she cannot 
avoid touching such dangerous things, she must imme- 
diately afterwards wash her hands, brushing them care- 
fully, after having first, as with the instruments, oiled 
them thoroughly with carbolized oil ; and this cleansing 
must be repeated several times during the following 
days, especially if she is called to a labour. If she has 
to examine a woman suffering from an offensive dis- 
charge from the genital' passages, whether the patient 
be a pregnant woman, woman in labour, lying-in 
woman^ or one suffering from sickness, she will do 
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well to oil, not only the examining finger, but the 
whole hand, previously, as she will then be certain 
that careful washing will completely remove the 
harmful liquids from every spot that can have touched 
them. She must be not less icaref ul in washing and 
cleansing herself when she has visited persons suffering 
from infectious diseases, such as child-bed fever, ery- 
sipelas, small-pox, etc. She must then change her 
clothes before venturing to go to a woman in labour 
or lying-in. 

[The danger of a midwife conveying the disease from 
an infectious case to a woman in labour is so great 
that many authorities are of opinion that no person 
should undertake a fresh case of midwifery whilst 
attending one that is infectious. At any rate, the 
utmost care and watchfulness are called for. We 
would recommend that after examining or in any way 
touching a patient suspected of suffering from any 
disease capable of being conveyed to another, the 
midwife shall wash and brush her hands thoroughly 
in plenty of clean water with soap — running water 
from a tap if possible — and afterwards rinse them 
well in more clean water, to which a few spoon- 
fuls of Condy's Fluid have been added. The brush, 
but no soap, should be ^used for the Condy and water, 
as the soap would render the disinfectant inert.] 

§98. 

If the midwife comes to a woman in labour shortly 
after its commencement, whilst the pains are still weak, 
and before the waters have escaped, she must make use 
of the examination as an opportunity of getting infor- 
mation concerning the points shortly to be mentioned. 
If, however, the pains be already strong, and if 
they become of a bearing-down character, or if the 
waters have already escaped, she must immediately 
make an examination to inform herself as to the stage 
of labour, and, above all, as to the position of the 
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child, that she may adopt the course proper for the 
occasion. 

The points upon which her attention should be 
directed are the following : — 

1. The duration of the present pregnancy. The 
midwife therefore asks when the courses appeared last, 
when her charge first felt the movements of the child, 
and if she has noticed a sinking of the belly, and, if 
so, when it was noticed. 

2. The condition of the woman's health during the 
pregnancy, and at what part of the belly she feels the 
child's movements the most. 

3. The stage of labour, and its course up to the pre- 
sent ; the time when the pains set in ; their frequency ; 
the degree and situation of the pain ; if it confines 
itself to the time pains are on, or if it remains during 
the intervals ; if the waters have already escaped, and, 
if this is the case, at what time and in wh&t quantities, 
and if the flow still continues. 

4. In women who have borne children, the midwife 
must inform herself as :to the course of the previous 
labours — particularly how long they have lasted, at 
what period the waters have escaped, the character of 
the pains, whether the child's head came first, if it 
cried immediately, if it was large or small, etc. A 
knowledge of these matters is desirable. But the mid- 
wife must not resign herself to a false security in the 
case before her because previous labours have had sue*- 
cessful issue, nor, on the other hand, to a perhaps 
ungrounded fear, as circumstances are not always 
alike ; she should rather examine and observe with 
equal care in both cases. 

§99. 

With the exception of those cases in which the 
waters have escaped and forcing pains have set in before 
the arrival of the midwife, she should always begin 
by examining externally. She proceeds on the lines 
laid down above {see §§ 58, 59, and 91 to 93). She 
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must be particularly careful to ascertain whether the 
shape and situation of the womb are natural j whether 
the child occupies a natural position within it ; whether 
the sounds of the child's heart are heard in the usual 
situation, and whether they are heard distinctly. The 
position of the child can only be ascertained when the 
walls of the uterus are relaxed — that is, in the intervals 
between the pains. On the other hand, however, the 
shape of the womb is shown most distinctly during a 
contraction, when the walls are fii'm. It is by this 
perceptible hardening o£ the womb that the midwife 
ascertains that pains are actually present. {See § 75.) 
To judge of the goodness of the pains, she notices 
especially whether the womb becomes imiformly hard 
during one, whether the hardness comes on and goes 
off gradually, and, finally, its degree and duration. 
{See § 76.) The effect of the pains upon the placental 
murmur, as well as upon the sounds of the child's 
heart, has already been mentioned. {See § 86.) In 
the meantime the midwife should be careful to ascer- 
tain whether the sounds of the child's heai-t undergo 
any change in the intervals between the pains as 
labour advances. It is important also to notice the 
bladder, which, when distended with urine (retention 
of urine), may be felt as a globular swelling above the 
pubes more plainly during a pain, when it is pressed 
forwards by the hardened womb which lies behind. A 
somewhat similar swelling is occasionally formed by 
loops of intestines, which get forced between the womb 
and the abdominal walls after the discharge of the 
waters. This swelling can be distinguished from the 
other, however, by the clear tone it gives when tapped 
with the finger. 

§ 100. 

At the internal examination the midwife must direct 
her particular attention to the following points : where 
the mouth of the womb lies ; if, and how much, it is 
dilated ; the condition of its edges j if, and how widely, 
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the cervical canal is opened out, and, if it will allow 
the passage of the finger, whether the presenting part 
of the child is covered by the membranes (this will 
be known by their smoothness); whether the fruit- 
bladder, when it is present, contains much or little 
water ; and, above all, what part of the child presents. 
If she cannot make herself sure of this, — either be- 
cause the part lies too high, and is too easily moved, 
or because the bladder of waters is too fully distended 
to allow it, or because she cannot reach any part of 
the child even after attempting to bring it nearer 
by pressing with the other hand above the pubes 
externally, — then she must not rest contented, unless 
a careful external examination has convinced her that 
the position of the child is natural, but should im- 
mediately summon a medical man. In every case 
she must strive to ascertain ^he position of the child 
before the rupture of the membranes. The midwffe 
will do well to make the internal examination when 
the pains are off, because then it is easier to gain 
information on the points in question. But she must 
make one afterwards, when a pain is on, in order 
to note their effect on the presenting part of the 
child, on the fruit-bladder, and on the neck and 
mouth of the womb. But she must go to work with 
particular care here, and avoid dragging the mouth 
of the womb, or using force against the distended 
bladder of waters. 

How often the examination is to be repeated de- 
pends on circumstances. The more thoroughly she has 
made herself acquainted with the state of everything 
that can have any bearing on the case, the more secure 
she is in her position. She must never omit a needful 
examination for the sake of indulging her patient ; but 
it is equally important not to forget that every needless 
examination is not only troublesome to her charge, but 
is also an injurious irritation of the genital passages. 
During the stage of dilatation, when everything is 
right, as a rule, the internal examination need only be 

6 
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repeated when the midwife judges, from the strength 
and frequency of the pains, that an advance has been 
made. But where doubts arise as to the position 
of the child, or where there is a possibility of its 
going wrong — as, for instance, when the head remains 
movable above the pelvis — an examination should be 
made more frequently : in the first case, to make cer- 
tain ; and in the second, that anything wrong may be 
noticed as it arises. With all this, the external exa- 
mination should never be neglected, as this, performed 
with care, often reveals the true state of affairs earlier 
than the internal. 

§ 101.. 

Even when the patient assures the midwife that her 
bowels have been opened recently, an injection of warm 
water should nevertheless be given in the stage of 
dilatation ; and if there is costiveness, a teaspoonf ul of 
salt or sugar should be added, for the lower intestine 
is almost always more or less filled, and a thorough 
emptying of it is very desirable, not only for the 
labour, but more especially for the lying-in period. 
The patient may make use of a night-chair, or chamber 
utensil, before the rupture of the membranes; but 
afterwards a bed-pan, or some similar vessel, should 
be used, as it sometimes happens that she is surprised 
by the birth of the child in the very act of emptying 
the bowels. 

§ 102. 

For the rest, the midwife has nothing further to do* 
in the stage of dilatation than make everything ready 
for the mother and child : to prepare the bed, to see, 
that hot and cold water are at hand, also napkins, a 
waterproof sheet under the patient, the child's clothes, 
hot-water bottles, a bed-pan to receive the waters, 
urine, or motions, a pan for washing the child, and, in 
case of need, a Uttle wine, brandy, or rum. She 
should then look through her own instruments again, 
and arrange them properly, so that they may be at 
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hand the moment they are required. Then she takes 
care that the air in the room is fresh and moderately 
warm, and removes everything from the room that can 
possibly cause a disturbance, such as animals, children, 
and needless bystanders and things. It is naturally 
desirable that one of the friends of the patient should 
be present to render assistance. 

§103, 

A plain bed is most proper for labour. It should be- 
sufficiently firm. The most suitable one is a mattress 
stuffed with hair or straw. The patient sinks toa 
deeply into a feather bed ; it is also too hot, and on 
this account not fit for the lying-in period. Suitable 
folds of sheets should be spread over to protect it from 
the waters, blood, etc. A good arrangement is to spreads 
out a layer of oilcloth, or other waterproof cloth, and 
over this a piece of flannel, and above this again folds, 
of soft linen or calico. The bed should neither be too 
near the fire nor the window ; in case it is required, it 
should be protected by a screen. It is very desirable 
that the bed should be placed so that it can be got at 
from both sides, on account of the examinations, and 
so that the assistance can be freely rendered. 

§104. 

In the commencement of the period of dilatation it 
is not necessary that the patient should continue in 
bed ; when she is otherwise healthy and strong, and 
the head is already in the pelvis, she may walk about, 
stand, sit, or lie down, as she pleases. It is better, 
however, for her to lie down from the commencement 
if she is sickly or weak, or if the head lies movable 
above the brim, if the presentation is irregular, or if 
no part can be felt from the vagina. As a matter of 
course, she must be in bed if there should be anything 
particularly wrong; for instance, if there should be 
flooding, etc. She herself usually desires to get into 
bed when the pains get stro iger, and the fruit-bladder 
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presses forcibly on the mouth of the womb. Even 
when in bed, unless something special renders a par- 
ticular position necessary, she should have freedom 
to change her position on the bed occasionally, and to 
lie upon her back or upon her side as she pleases. 
Such a change of position is not only a great relief in 
a lingering labour, but it occasionally has a good effect 
on the pains. Notwithstanding, the midwife must . 
never suffer a restless tossing to and fro. In like 
manner, she rmist not permit the patient to bear down 
during this stage of labour ; much less must she direct her 
to do so in the expectation of ha>stening it. For so long 
as the mouth of the womb does not permit the passage 
of the child, these efforts only force the whole womb 
lower down into the pelvis, a premature rupture of 
the membranes easily takes place, and in every case 
the strength is spent in vain. It is stiU worse Jhr the 
midwife to attempt to advance the labour by dilating the 
mouth of the womb with the finger. Such attempts are 
not only wearying and painful to the patient, but they 
are positively injurious, for they endanger the fruit- 
bladder, and may disturb the activity of the pains. 
If the sufferer is impatient or faint-hearted, the mid- 
wife should encourage her ; she should exhort her to be 
patient, and comfort her by telling her that the further 
progress of the labour and lying-in are generally more 
favourable if the period of dilatation is not too rapid. 

§105. 

The clothing of a woman in labour should be suffi- 
ciently warm, but at the same time light and easy, 
wherefore the midwife should see that the garters are 
taken off, and all tightly fitting parts of the clothing 
loosened; the hair should be arranged and covert 
with a light cap, and the rings removed from the 
fingers. The night-gown should be drawn up the back, 
and carefully rolled up, to prevent its getting wet and 
dirty. 

Solid food is not borne well during labour, and the 
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appetite diminishei^ as the pains begins to get severe. 
On the other hand, the patient has a frequent desire 
to drink. The thirst is best relieved by cold water. If 
the labour is lingering, it is well to give the patient a 
little beef-tea or mutton -broth from time to time, or a 
little wine and water. 

§ 106. 
Every woman in labour should be often admonished 
to try to pass her urine. If she cannot do this lying 
down or standing up, she should try if she qan do it on 
her knees and elbows. If the head of the child presses 
too strongly upon the urethra, the midwife should 
push it carefully back a little with the finger. If she 
cannot pass it now, and the soft tumour previously 
described can be felt above the pubes, the urine must 
be drawn off by the catheter {see § 406). This should 
not be put off too long, as it is more difficult to accom- 
plish when the head is low down in the pelvis. 

§ 107. 
The patient must be made to lie down towards the 
end of the stage of dilatation in every case if she has 
not done so before. Previous to this, the time for 
the rupture of the membranes cannot be determined 
with any certainty (see § 80). As soon, however, as 
the fruit-bladder remains on the stretch between the 
pains, the midwife must be prepared for its rupture 
during any of the following ones. On this account she 
should prepare the minds of those who are bearing 
their first child for the strange event, and also take 
care to prevent the soaking of the bed. Coming now 
to the end of the period of dilatation, she lets the 
patient take an easy position on her back or left 
side,* and then places a napkin before the genitals to 
receive the waters. As they escape, she should take 
notice of their quantity and character, especially to 
see if there is any meconium amongst it, as the 
contents of the child's intestines are called. 

* In this country that on the left side is always adopted. — Tb. 
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§108. 

After the escape of the waters, the midwife should 
make an internal examination immediately, to ascertain 
the condition of the mouth of the womh, and especially 
the position of the child's head. This is the most 
proper time for the vaginal examination, for up to this 
period the examination will often have been prevented 
by the resistance of the mouth of the womb, or the 
tension of the membranes, whilst later the formation 
of a scalp-tumour will hide the sutures and fontanelles. 
At this examination the midwife should not remain 
satisfied with simply knowing that the head presents, 
or that it is lying in the first or second position ; she 
must also ascertain how it presents — that is, whether 
both fontanelles are on a level ; if not, which is the 
higher ; in what direction the suture crosses the pelvis ; 
whether it passes through the middle of it, or nearer 
the front or back wall ; or whether there is any other 
part of the child along with the head — as a hand, the 
navel cord, or even a foot. 

§109. 

From this time the patient shovM not, as a rtUey 
leave her bed ; but unless circumstances forbid it, she 
may still change from side to side. Only if the labour 
should be very lingeiong, and everything else be right, 
especially if the head is in a good position in the 
pelvis, she may be allowed to get out of bed later on, 
and remain out a short time. In no case, however, 
should she go to the night-stool if a strong desire to 
open the bowels should come on. (See § 101.) 

From time to time, as the character of the pains leads 
the midwife to infer a more rapid or slow progress, the 
examination should be repeated. By external exami- 
nation, which is still of great service to her, she ascer- 
tains first the amount of waters retained within the 
womb ; she decides upon this point by the more or less 
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regular tension of the uterine walls, the greater or less 
regularity of form, and the more or less freedom of 
movement of the child within the womb; and, secondly, 
whether the sounds of the child's heart retain the 
same frequency and strength between the pains ; by 
the vaginal she judges of the advance of the head and 
the withdrawal of the mouth of the womb ; whether 
the head is undergoing the proper rotations, whether 
the bones of the skull push against one another in the 
sutures, and whether the skin of the scalp runs into 
folds, and a tumour forms. The depth to which the 
head has swnk in the pelvis is best known by noting 
how far it fUs the hollow of the sacruTn,. So long as 
this is empty, a great portion of the head remains 
above the brim, even although the half lying in front 
may have sunk pretty far behind the pubes.^ 

§110. 

As the head passes through the mouth of the womb 
into the vagina, a strong inclination to bear down 
during the pains sets in. As this bearing-down is 
really helpful to labour, the midwife should seek to 
make it easier to do. For this purpose she puts a 
footstool or hard pillow at the foot of the bed for her 
patient to fix her feet against. The bearing-down is 
most effective when the woman is on her back. {See 
§ 77.) Nevertheless the midwife should see that 
she lies still, and neither throws back the head nor 
raises the hips. Naturally the bearing-down should 
only last as long as the pain. It is only rarely neces- 
sary to tell the woman to bear down ; more frequently 
it is desirable to warn her not to force too much. 
However, where the passages are roomy, and the 
head occupies a favourable position in the pelvis, but 
where the labour does not advance owing to weakness 
of the pains, and there is no inclination to bear down, 
or the patient restrains herself, from awkwardness, or 
fear of the pain it causes, then she can be told to do 
so, and properly instructed in the way. 
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§111. 

■ The nearer the labour approaches the end, the more 
carefully must the midwife watch over its progress, by 
examining more frequently, so that she may not omit 
supporting the perinseum at the proper time; for 
from the moment the advancing head begins to press 
upon the perinseum, her principal attention must be 
directed towards guarding it from rupture as the 
head passes over it. To gain this object she must 
take care that the head passes out very slowly, as the 
maternal parts allow of greater distension in pro- 
portion as the distension takes place slowly ; further, 
she must take care that the head advances in thiB 
best possible position and attitude, and that it passes 
through the genital fissure in its smallest possible 
diameter ; and, finally, that it does not come through 
at the height of a pain, when the tension of perinsemn 
is at its highest. 

The midwife now proceeds in the following manner 
to the end : — 

1 . She strictly forbids any bearing-down during the 
pains ; she takes the support away from the feet ; and 
in place of keeping her on her back, she turns her on 
to the (left) side, with the knees drawn up to the body, 
and kept a little apart by a cushion between them. 
Lying on the side has this advantage — that the patient 
cannot bear down so violently, that the perinseum is 
not so loaded with the weight of the child in passing 
out as in lying on the back, and that the midwife, 
standing behind her patient, can get at all the parts 
more conveniently, besides having the perinseum and 
genital parts in sight. 

2. The midwife supports the perinseum with the 
right hand when the woman in labour is on her left 
side. She separates the thumb from the fingers, and 
covers the perinseum with the palm of the hand in 
such a way that the edge of distended skin between 
the thumb and the first finger lies just behind the 
fourchette. 
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The midwife need not support the perinseum until 
it is put fairly on the stretch ; she only keeps her hand 
iri readiness, and watches the degree of tension during 
the pains. As soon as this becomes great, she presses 
evenly with the whole surface of the hand against 
the whole breadth of the perinseum, backwards and 
upwards — that is, in the direction of the hollow of 
the sacrum. By this pressure, a too rapid advance 
of the head, and a too sudden distension of the genital 
fissure and perinseum, are prevented. Secondly, the 
effect of this is to bring the back of the head well for- 
wards under the pubic arch, and to fix it there so that 
the head advances through the vulva in its smallest 
diameter (small oblique diameter). (See § 45.) For, 
as the pressure of the hand first of all comes upon the 
front part of the child's head, and keeps it back, and 
thus forces the chin more firmly upon the breast, so 
the opposite pressure of the pains from above presses 
the back of the head more deeply under the pubic 
arch. The degree of pressure is regulated by the 
strength of the pains and the tension of the perinseum. 
Moreover, the midwife presses during the pains only 
at first; but when the head distends the genital 
fissure to a high degree between the pains, she then 
presses between them, but more moderately. If the 
head is driven forwards with great force, it is well for 
the midwife to keep it back with the first and second 
finger of the other hand, passed in front of the abdo- 
men. When at all possible she should keep the head 
back as long as the pain lasts if the back of the head 
is well under the pubic arch, and the great fontanelle 
has passed the anterior edge of the perinseum ; and, 
above all things, she should strive to prevent the head 
breaking through at the height of a pain, when the 
perinseum is at its utmost stretch. If the midwife feels 
that the perinseum draws itself back, she should follow 
it carefully, and let the head pass over it. Even after 
the birth of the head, pressure must be kept up upon 
the perinaeum in moderate degree, until the shoulders 
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have passed, as a rupture of it may still occur, or an 
existing one be made larger. This easily occurs if the 
arm that lies behind is bent at the elbow. 

If the patient cannot lie on hec side, the midwife 
may allow her to lie on her back — more or less flatly, 
(According to the greater or less slope of the pelvis. The 
loins should be put on the stretch a Httle by a pillow 
underneath the sacrum, so that the genital opening 
looks straight forwards, and the region of the perinseum 
lies free. The knees should be slightly bent, and only 
moderately separated. Then the midwife, sitting by 
her side, supports her perinseum by laying the hand 
flat upon it, in such a manner that the fingers extend 
towards the seat, and the ball comes to lie on the 
front border. 

§ 112. 

As soon as the head is bom, the midwife feels if the 
cord is round the child's neck. This is not unf requently 
the case, and occasionally more than once. If there 
is only one loop round the neck, and that is loose, it is 
pushed back over the shoulders as the trunk is born. 
If wound round more than once, she should try to get 
the folds over the head one by one ; and to get enougfi 
of cord to do this, she may draw down the end that 
she supposes is attached to the placenta. If, however, 
the. cord is so tight that the child's face gets blue, and 
it is in danger of being strapgled, she should divide it 
carefully with the scissors ; then, seeing that the cut 
ends are held fast, she should endeavour to bring the 
child into the world at once, in the manner to be 
pointed out immediately; then she should tie the 
cord. But if, as is often .the case, the child's body 
is driven forwards so rapidly that the midwife has 
time neither to uncoil nor divide it, then she should 
press the child's head against the crest of the pubes, 
as by this means the cord will be stretched to the 
least possible extent, and then when the child is bom 
she uncoils it. 
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§ 113. 

After the birth of the head, the midwife must at . 
once attend to its breathing : she must see that the 
nose and mouth are free, and that the mucus runs out 
of its mouth. She should strive as much as possible 
to keep the child's eyes from coming into contact 
with the discharges of the mother. If the cord is not 
round the child's neck, her second hand, which has 
not been used in supporting the perinseum, is free; 
this she lays upon the fundus of the womb ; she fol- 
lows it down as it diminishes in size by the expulsion 
of the trunk, and holds it for a minute or two thus in 
her grasp, if the child does not require her help, to 
make certain that it is well contracted. 

The midwife must not drag at the child's head under 
any circumstances, but must wait till the following 
pains expel the trunk. But if the pains should fail, 
and the child's face become blue and congested, or if 
the cord has been divided under the circumstances 
mentioned above, then the midwife should endeavour 
to excite pains by rubbing the fundus of the womb, 
and tell her patient to bear down. If this does no 
good, she must not drag at the child's head or neck, 
but she may hook her forefinger from behind under the 
shovblder that lies behind, and carefully pull it over the 
perinceum. If the shoulder that lies in front can be 
reojched rrwre easily, she can hook the finder into the 
armpit of this in the same way, and draw it out by 
pulling gently downwards and to the side. When 
one shoulder is born, the other follows easily. In 
pulling the shoulder forwards, she must avoid taking 
the child's arm away from the chest, lest this move- 
ment should cause the tip of the elbow to tear the 
perinaeum. 

§114. 

Neither should the midwife pull out the remaining 
parts of the child, unless there should be occasion, as, 
in view of the after-birth period, it is very desirable 
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that the whole child be expelled by the uterine con- 
tractions alone. 

The child, now completely born, is laid upon a dry 
warmed cloth or flannel, on its side, with its face 
towards its mother, and not removed farther from the 
maternal genital parts than the length of the cord will 
allow without stretching. 

§115. 

If the child is lively, and breathes and cries pro- 
perly, the midwife leaves it attached to the mother 
a few minutes {see § 86) whilst she feels the womb 
externally, to convince herself that it is well con- 
tracted, and that it does not contain a second child. 

If she finds everything in order, and if in the mean- 
time the pulse has become weaker in the cord, or dis- 
appeared altogether, she then proceeds to the operation 
of " tying the cord." This she does, about four finger- 
breadths from the navel, with strong thread or narrow 
tape, tying on one side a simple knot, and on the other 
a knot with a bow, and then divides the cord about 
two-thirds of an inch from the thread. She should 
never use woollen yarn or weak thread. The thicker 
the cord is, the more tightly it must be tied, as other- 
wise the thread will loosen, and bleeding may set in ; 
on the other hand, a thin cord might be cut through 
by being bound too tightly. In tying the cord, the 
midwife must take care that neither the child's navel 
nor the placenta is dragged. This can easily be done 
by pulling at the end too violently, or the thread itself 
may break. For this reason the midwife should not 
generally ^se the strength of the whole arm, but only 
such a force as can be obtained when the knuckles are 
pressed against each other. As the cord is being cut 
through, she must keep the part to be cut in the 
hollow of her hand, so that the limbs of the child shall 
be secured from danger of beii;ig cut, whatever sudden 
movements the child may make. 

Tying the cord in two places, so as to divide it 
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between the two, is unnecessary in simple labours, as 
far as the child is concerned, and has only this advan- 
tage, that the bed is not soiled by the blood flowing 
out of the untied end. 

§116. 
After the child has been separated, the midwife 
wraps it in a warm flajinel, and either hands it to an 
intelligent assistant, or lays it in a safe place, well 
covered up, in order to assure herself again that the 
mother does not require her first care. For the pur- 
pose of examination, as well as for the sake of rendering 
assistance, it is well for the patient to turn on her back 
again, when the thighs, which have been separated, 
must be brought together again. If the wornb is felt 
like a round hard hall below or above the level of the 
navel, if only a little blood flows from the genital pas- 
sages, and that in little gibshes, if the woman is well 
and feels m,oderate pain at most during a pain, then 
the midwife should turn her fvrst attention to the child, 
after she has, however, put a dry, warmed napkin to 
the vulva. She should never forget that the expulsio^i 
of the after-birth is a natural process, sometimes com- 
pleted in a shorter, sometimes in a longer space of time, 
and that it usually has a favourable termination if not 
untimely interfered with. Whilst the child is being 
attended to, she must not forget to observe the mother, 
and to see from time to time if more blood is coming 
away, or if it is flowing interruptedly. The mother 
herself must keep very quiet, and not talk much. 

§ iir. 

The first thing the midwife has to do to the child 
after the cord is divided is to wash it. The best thing 
to do this in is a small pan or basin, and warm water 
should be always ready to wash it with. There should 
be as much water in the pan as will cover every part 
of the child but the face. The temperature should 
be about 94° Fahrenheit. If the midwife uses her 
own thermometer, that she uses for taking the tem- 
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perature of the body, she must not have the water too 
hot, or it will crack the instrument. If no thermometer 
is at hand, she must judge of the heat by dipping h^r 
elbow in the water. It should only be warm enough 
to be pleasant. The midwife slwidd never judge of the 
temperature by the hand alone. 

In washing the child, the midwife should always 
begin with the eyes, rinsing them carefully with clean, 
cool water, and drying them with a fine, soft linen 
cloth. This cloth must be washed out before being 
used again. The midwife should never use the water 
intended for the bath for the eyes. 

The body of a new-bom infant is often covered by 
a curdy sliioae, that sticks fast to the skin ; however, 
if it is rubbed with a little oil, unsalted lard, or yolk 
of Qggy on a bit of woollen rag, it easily comes off. 

§118. 

After the child has been carefully washed and well 
dried with warm towels, the midwife should examine 
it to see if it is perfect, or whether there is any imper- 
fection in any part of the body ; whether, for example, 
the urethra, or seat, is closed up unnaturally. If she 
finds any such imperfection, she must not tell the 
mother, but she must inform those belonging to her, 
and see about calling in a medical man. 

She then sees that the tying of the cord remains 
perfect. After this she puts the stump of the cord 
between two folds of greased linen, and lays it on the 
left side of the belly. She then puts on the navel- 
binder, but not too tightly. In the further dressing 
of the child the arms must be left free, and the legs 
themselves need not be stretched out straight. The 
child should be protected from draughts, and the 
eyes from too strong light, dming the washing and 
dressing. 

The child, now dressed, is put into its bed, and 
always laid upon its side, so that the mucus that 
collects may escape from its mouth. 
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§119. 

The midwife now turns her whole attention to the 
mother. By this time the placenta will usually have 
been separated by the after-pains, with a discharge of 
blood at each pain, and, together with the membranes, 
will be found lying in the vagina. The napkin before 
the vulva shows the quantity of blood that has been 
lost, and an external examination shows the degree of 
uterine contraction. If she Jinda the womb decidedly 
smaller a/ad harder, and its base lower down tha/a 
before, she m^ay hope to find the after-birth in sight 
within the vulva, or within reach, just behind it. If 
this is the ca>se, she proceeds to remove it without delay. 
To this end, supposing she is sitting at her patient's 
right hand, she twists the cord round some of the 
fingers of her left hand, and pulls it tight ; she then 
passes the first and second fingers of the right hand 
along it to the spot where it ends in the placenta; 
she then presses the placenta backwards — against the 
sacrum at first, and afterwards in the direction of its 
curve (that is, parallel to the axis of the .pelvis) for- 
wards, keeping the cord on the stretch all the time, but 
not pulling at it. She then grasps the anterior border 
of the placenta with the right hand, and pulls it to- 
wards the vulva, at the same time twisting it round in 
the vulva several times, in order that the inverted 
membranes that come last may be twisted into a 
stijonger cord, and not torn. If these should not 
come with a gentle pull at the placenta, the fingers 
of the right hand should be passed into the vagina 
again, and the cord of membranes grasped, and by 
pressing and pulling, gently conducted in the proper 
direction. 

§120. 

If the midwife finds that that part of the placenta 
into which the cord is inserted cannot be secured, nor 
felt immediately behind the genital fissure, she must 
not make any attempt to remove it ; for in this case 
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some portion of the placenta is probably still attached 
more or less firmly to the womb, and any untimely 
dragging at the cord or placenta would be injurious. 
If there are no disquieting symptoms present, if the 
woman is well, and the blood flows interruptedly and 
in moderate quantity, the midimfe contents herself 
with sitting at her patient^ s side, with her hand under 
the bedclothes, grasping the uterus from above, and 
watching over its contraction, and at the same time 
pressing the anterior wall equally and gently back- 
wards. By doing this, and increasing the pressure 
when an after-pain comes on, a uniform and good 
contraction of the womb is encouraged, and conse- 
quently the separation of the placenta and its expul- 
sion into the vagina. Then, if she feels that the uterus 
has become decidedly smaller during a good pain, she 
should see if the after-birth has come down far enough 
to be taken away. If she finds herself deceived in her 
expectation, she begins her watch over the womb 
again, and sits patiently until the placenta is com- 
pletely separated and expelled into the vagina. But 
if the expulsion of the after-birth is delayed from one 
to two hours, notwithstanding this treatment, — even 
if there is no copious bleeding, and the patient is, and 
looks well, — a medical man must be called in. 

§121. 

Even after the after-birth has come away, the mid- 
wife must continue to watch over the womb, in the 
way pointed out, for some time, to make sure of a 
good permanent contraction. 

After this she lays the patient on her side again, in 
order to cleanse the external genital parts, and to see 
if they have been injured. She wipes the blood off 
gently with a towel dipped in lukewarm water. To 
see how far a rupture reaches, supposing there is 
one, she should pass the forefinger carefully into the 
rectum, and press the anterior wall forwards, when the 
posterior wall of the vagina will become visible. Slight 
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ruptures that do not bleed much require no particular 
treatment; when the rupture is extensive, however, 
or when it bleeds much, she should insist on a medical 
man being called in at once. {See § 354.) 

After the external genital parts have been made 
clean, the wet cloths underneath the patient should 
be exchanged for dry warm ones. If the body linen 
has been wetted unavoidably, the body of the patient 
should be protected from touching it by spreading dry 
warm cloths between. She again lays a clean napkin 
to the vulva. A binder is generally agreeable to the 
patient, but it should not be drawn too tightly. 

Whilst all this is being done, the patient should lie 
quite still, and not sit up ; and when she is turned, it 
should be done cautiously, as a severe flooding might 
easily follow. 

If the patient must of necessity be removed to 
another bed, it should only be after a time ; the bed 
must be thoroughly prepared and warmed, and brought 
as near to the labour couch as possible, and then, pro- 
perly covered, she must be carefully lifted over. 

§ 122. 

After she has attended to the lying-in woman, the 
midwife examines the after-birth, carefully turning 
the membranes right side out again. If she finds that 
a portion of the placenta is missing, or a larger portion 
of the membranes (particularly of the chorion, or tuft 
membrane), she must let a medical man be called in, 
and keep the after-birth till he comes. The internal 
membrane (amnion, or water membrane) is not un- 
frequently separated from the middle one (chorion, or 
tuft membrane), and twisted round the cord. More 
frequently the chorion, with its covering of decidua 
(§§ 38 and 39), is torn from the edge of the placenta 
to a greater or less extent. 

Even if everything has been straightforward, it is 
desirable that the midwife should still sta^ with the 

7 
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newly delivered woman some hours,* as even now 
unexpected disturbances frequently occur, which are 
capable of becoming dangerous in a very ^ort time if 
the needful assistance be not at hand. We shall speak 
of these later on. 

She must therefore watch the condition and appear- 
ance of her charge observantly, without betraying any 
anxiety. She should feel the uterus from time to time, 
to see if it remains well contracted ; and she should 
also look at the napkin, and feel the folded cloths 
underneath the patient, to assure herself as to the 
flow of blood. 



SECTION III. 



REGULAR CHILDBED, AND THE DUTIES OF THE 
MID WIFE IN CONNECTION THEREWITH 



CHAPTER I. 



THE CHANGES THAT TAKE PLACE IN THE FEMALE BODY 

DURING CHILDBED. 

§ 123. 

In childbed, the changes, that have taken place in the 
genital and neighbouring organs during pregnancy and 
labour, are again set aside, as far as is possible, and 
the parts gradually return to the condition they were 
in before conception. In the breasts, on the other 
hand, the development that has begun during preg- 
nancy advances, by virtue of which they are enabl^ 
to afford food to the new-born infant. 

* Some hours may mean two or twelve. The midwife 
should never leave in less than half an hour, and then only 
if the uterine contraction, discharge, and pulse are perfectly 
^latural.— Tb. 
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§124. 

In the first days of childbed, the womb still lies 
mostly above the pelvis, on account of its large size, 
and generally more to one side than another — most 
frequently to the right of the middle line. It gradually 
returns to its former size and shape, and, at the same 
time, sinks deeper into the pelvis. But even in the 
second week the top of it can usually be felt above the 
pubes. The principal means by which the uterus is 
diminished in size are the after-painSy or periodical 
contractions. With the first child they are usually 
painless, and can only be felt by feeling the womb.. 
In those who have borne more than one, they are 
generally painful, and in many women are as much 
so as the proper labour pains, and last for days. At 
first the body and base contract alike, whilst the neck 
hangs down into the vagina, its mouth gaping wide,, 
and the lips, which are soft and puffy, often fissured at 
the sides. By-and-by the neck contracts, its swelling 
diminishes, the mouth closes, and the vaginal portion 
can be distinguished again. If an examination is 
made towards the end of the second week, the womb 
will be found very much less, the greater part of it 
within the pelvis ; and by the combined internal and 
external examination, it can easily be held between 
the two hands and moved about. The top of it is 
usually tilted forwards, the vaginal portion is still very 
short, and not unfrequently the finger can be passed a 
short distance up the cervical canah 

§ 125. 

In the first days of childbed, the lochia, as the dis- 
charge at this period is called, are red and liquid, 
and occasionally interspei-sed with clots of blood. As 
the womb goes on diminishing in size, the blood- 
vessels in the part where the placenta was attached 
close up more and more, and the blood ceases; the 
lochia then become a dirtyish brown ; from the fifth 
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or seventh day the discharge becomes a yellowish 
white, and mattery-looking ; and from the ninth day 
it is only a milky slime, or mucus (white lochia). 
Whilst this is going on, whatever wounds there may 
lae about the uterus gradually heal over, and become 
covered with a new mucous membrane. The duration 
of the lochial discharge varies from two to six weeks. 

§126. 

Side by side with the diminishing size of the womb, 
or involution, as it is called, its ligaments return to 
their old size ; the vagina, distended by the pressure 
of the child, folds itself up; the greater and lesser 
labia contract, and become shorter ; whatever wounds 
have been caused in the vulva, vestibule, or f ourchette, 
during labour, heal over : the distended perinaeum has 
usually returned to its natural size within the first 
twenty-four hours. 

After about two months the parts have generally 
returned to their former condition, as much as is pos- 
sible. But the womb always remains a little larger 
than before conception; the cavity is wider, the vaginal 
portion thicker, the mouth of the womb broader, more 
gaping, and usually more or less notched. The vagina 
also never regains its former narrowness and tightness ; 
its walls remain softer and smoother than in the virgin 
state. Not unfrequently the genital fissure appears 
longer, in consequence of. a rupture of the perinaeum 
that has not united. The walls of the abdomen usually 
remain soft and puckered, and the so-called scars of 
pregnancy, mentioned above, are seen in the skin. 
(See § 52.) 

§ 127. 

The breasts have been prepared for the secretion of 
milk during pregnancy ; and when the child is put to 
the breast, as soon after its birth as it ought to be, 
the milk generally comes gradually, and without any 
disturbance to the mother's health. But, frequently. 
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and particularly when the child has not been put to 
early enough, the breasts get too full on the second or 
third day ; they swell, and become painfully (Jistended ; 
a shiver comes on, and afterwards a heat and sweat, 
— the so-called milk fever. In the first days the milk 
is scanty, thin, and yellow ; later on, however, it be- 
comes more plentiful, thicker, and whiter, and at the 
same time sweeter and more nourishing. 

Women who have had a child, and especially when 
they have suckled it, are known by their more flabby 
breasts, with their prominent nipples; the breasts 
also have white streaks in the skm like those on the 
abdomen. 



CHAPTER II. 

THE NURSING OF LYING-IN WOMEN. 

§128. 

The midwife must bear in mind that every lying-in 
woman is to a certain degree exhausted, by pain, 
violent muscular efforts, and loss of blood ; that she 
has a wounded surface on the interior of the womb, 
the spot where the placenta was attached; that the 
genital parts in general, together with the neigh- 
bouring region, have been more or less distended, 
pulled, and bruised ; and that, not to mention more 
serious injuries, slight tearings of the mucous mem- 
brane of the neck of the womb, of its mouth, of the 
entrance to the vagina, and of the fourchette, are 
among the common incidents of labour. Further, 
when she considers the great changes that have taken 
place in the breast within a few days, she will easily 
see that every lying-in woman, even if she can- 
not be called ill, is yet more predisposed to illness 
than at other times, and therefore requires special 
consideration. 
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The midwife does not, of course, undertake the sole 
attendance in a lying-in room, as at the labour, but she 
should superintend generally, and give instructions as 
to how things are to be done. Her chief duty con- 
sists in keeping everything likely to do harm at a 
distance as much as possible, and in keeping an eye 
upon the different functions, so that any disturbance 
of them may be discovered at its commencement. 

§ 129. 

At first she should examine the abdomen at every 
visit, to satisfy herself that the womb is diminishing 
in size properly, and that it is gradually sinking 
into the pelvis. This examination need not cause 
pain to a healthy lying-in woman if she has no 
after-pain on at the time. During the first days of 
childbed the base of the womb lies immediately 
behind the abdominal walls; occasionally, however, 
the intestines come in front of it very early. If the 
midwife finds that the womb is larger and softer than 
it usually is at this period, she must pay special atten- 
tion to the character of the lochia, particularly as 
to whether clots of blood come away with the after- 
pains, and whether the discharge has an offensive 
smell. . If it has, she will do well to call in a medical 
man, as great danger might easily arise from deficient 
uterine contraction and the retention of clots of blood 
in the cavity, as they become fetid from the action 
of the external air, for any contact of putrefying 
material with a sore in the genital passages may be 
the cause of a dangerous childbed illness. 

§130. 

Wherefore cleanliness in every particular is of the 
utmost importance to a lying-in woman. The layers 
of cloths underneath the patient should be changed at 
least three times a day in the earlier days, and after- 
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wards, as the discharge diminishes, less frequently. At 
every change the external genitals should be cleaned 
with a linen cloth dipped in warm water, — this is 
best done whilst a bed-pan is under her, — care being 
taken at the same time that the body is not exposed 
unnecessarily. After being cleansed, the parts are 
again covered with a clean warm napkin. The cloth 
that has been used for the cleaning should be washed 
out immediately, and used for no other purpose. 

Should there be sores on the perinaeum, the labia, 
or the entrance to the passage, particular attention 
should be paid to their being kept clean ; and should 
they become discoloured, or should they not heal up 
readily, notwithstanding every care as to cleanliness 
and bathing several times a day with warm water or 
camomile-tea (see § 405), a medical man should be 
called in. If the external genitals swell, as they often 
do, in consequence of such injuries, they should be 
covered with a cloth soaked in camomile-tea, and the 
application renewed every hour. 

If the lying-in woman has a trained or skilful nurse 
about her, the midwife, after giving proper instruc- 
tions, should allow her to undertake the changing of 
the bedclothes, the cleansing of the parts, and any 
bathing that may be required, under her own super- 
intendence, so that she herself may keep her hands 
from touching any impurities. If the midwife is 
obliged to do it herself, she first changes the folded 
sheet that lies underneath, but without touching the 
part that has been soiled by the discharges. After 
this, she puts a bed-pan under her patient, and, before 
going any further, oils both her hands (see § 97). Of 
cou]:se she should not soil the bed-linen with oil, but 
this' can easily be avoided with a little care. After 
attending to the lying-in woman, she should wash her 
hands carefully, as mentioned above (see § 97), as well 
as the vaginal tube, in case one has been used. Well- 
to-do lying-in women should procure an instrument of 
their own, if one is required. 
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§131. 

For the purpose of keeping the air in the lying-in 
chamber pure and fresh, the upper sash of the window 
should be opened for a Uttle while at least twice a day. 
Of course both mother and child should be protected 
from draughts. Moreover, everything that can render 
the air of the lying-in room foul should be avoided, 
particularly the dr^g of the chad's napkins at the 
fire, the keeping of dirty bedclothes and unwashed 
chamber utensils, etc., in the room. 

Besides this, an even temperature should be kept in 
the room, — too great a heat is injurious; and the 
room should not be too much darkened by window- 
hangings. 

§132. 

Every healthy mother with properly formed breasts 
ought to suckle her child, at least for a time ; but it is 
difficult to persuade her to it if she feels no inclination 
thereto. If the mother does suckle it, she should put 
the child to after refreshing herself with some hours' 
sleep. The earlier and more regularly it is put to, the 
more easily and gradually the process of milk secretion 
sets in, and the less danger there is of milk fever. At 
the commencement, difficulties are often met with, 
particularly when the nipples are small and the child 
is weak ; under such circumstances, great patience is 
needed. The mother lies upon the same side as the 
breast she is about to give to the child. Resting upon 
her elbow, she holds the child in the same arm, and 
draws out the nipple between the first and second 
fingers of the other hand. She must press the child 
boldly to, so that the nipple enters the mouth pro- 
perly, and its lips touch the areola, taking care, how- 
ever, at the same time that the child has space to 
breathe by gently pressing back the breast above the 
nipple. Every needless uncovering of the breast 
should be carefully avoided. The change from breast 
to breast should be made regularly. Both before and 
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after 'putting the child to, the nipples should he decmsed 
with a moist li/aen doth, and dried carefully ; the 
breasts are then covered with a four-fold linen cloth, 
which should be changed as often as it gets wet, and 
supported by a well-fitting bodice, but without inju- 
rious pressure. 

If, on the second or third day, the overcharged, 
distended breasts will not permit the child to suck, 
some of the milk should be drawn out carefully with 
a breast-exhauster, before the child is put to. This 
condition may also be relieved by rubbing the breasts 
gently with warm oil. 

The last-named means is made use of when the 
breasts swell, on account of the mother not being 
able or willing to suckle her child. Besides this, the 
breasts should be covered with wadding or tow, and 
gently supported by a bandage underneath. 

§ 133. 

Lying-in women generally have a tendency to per- 
spire, especially in the first few days. This tendency 
is not equally great in all, and many perspire but 
little, without any disturbance of health. Although 
the midwife should not bring on perspiration in a 
lying-in woman artificially, on the other hand she 
shoiidd be chary of checking it ; wherefore she should 
avoid causing a chill, and this is very likely to 
be caused by the breasts being imperfectly covered 
whilst giving suck, by want of care in cleansing 
the genitals or in changing the soiled or damp bed- 
linen. Fresh bedclothes should always be thoroughly 
dry, and well warmed through. Many women before 
their confinement put aside clothing that they have 
worn a day or a night, so as to be sure of its being 
well aired. If the clothing has been soiled with blood 
during labour, the changing of it ought never to be 
put off beyond the next day, if the condition of the 
lying-in woman allows of its being done. This can 
eacdly be aooomplished without any injurious un- 
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covering or moving of the body, if proper care is 
taken. If the skin is very moist, it should be first 
rubbed down with a dry warm towel. 

§134. 

During the first three or four days the lying-in 
woman should take liquid nourishment, such as 
gruel, weak beef- tea or mutton broth, milk with bis- 
cuit or toast. From the fourth or fifth day she may 
take more nourishing but easily digested food, in small 
quantities, and so gradually return to her ordinary 
diet. The most suitable drink is fresh water, either 
by itself or with a little milk added ; she must take 
care, however, not to drink too much at one time. 
Weak tea may be allowed; but coffee should be 
avoided at first. 

Women who give suck generally require a stronger 
diet and more nourishing drinks sooner than others ; 
for example, thin oatmeal gruel, or light mild beer. All 
indigestible, wind-producing, or heating foods should 
be forbidden during the whole time of suckling. 

Women who do not suckle their children, on the 
other hand, should confine themselves to a spare diet 
until the breasts have returned to their ordinary size, 
and should be particularly moderate in drinking. 

§135. 

The midwife should admonish the lying-in woman 
to relieve the bladder regularly several times a day. 
In the first few days they are not unf requently unable 
to do this, even when the labour has been natural and 
easy ; and sometimes, through a false shame, are led to 
deny that this is the case, especially when the desire 
to empty the bladder is not very urgent. On this 
account the midwife should never omit to examine the 
bladder by feeling the lower part of the abdomen. If 
the bladder is full, the midwife will feel a soft tumour 
like half a ball above the pubes, generally inclined a 
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little towards the left, and the womb, even if well 
contracted, unusually high up, as, being still very 
movable, it is pushed up by the bladder. The mid- 
wife knows that the tumour is not caused by intestine, 
as this would give a hollow sound if tapped with the 
fingers. The tumour, or swelling, is not generally 
painful at first; but when the retention has lasted 
longer, and the bladder is distended, it becomes so. 
As long as the inability to pass urine remains, the 
midwife should draw it off twice daily with the 
catheter, first cleansing the orifice of the urethra, so 
that the catheter may not carry any of the discharge 
that adheres round it into the bladder. [Too much 
stress canndt be laid upon the importance of having 
the catheter perfectly clean, as well as the orifice of 
the urethra and neighbouring parts, as the intro- 
duction of a single drop of matter or decomposing 
material is almost certain to set up inflammation of 
the bladder. For this reason we think it better that 
the person passing the catheter should see the urethral 
orifice, and take great care that the catheter does not 
touch any other part of the patient than the one 
intended.' If the ability to pass it is not quickly 
restored, however, or if the midwife only comes when 
the bladder is painfully distended, a medical man 
should be called in immediately. 

§ 136. 

Lying-in women are usually inclined to have their 
bowels confined. Even if they are opened during labour, 
masses of faeces, collected during the pregnancy, usually 
remain in the intestines. Therefore, after the first 
two or three days, the midwife should see that the 
bowels are open daily, or at least every other day, by 
means of an injection or mild aperient. The patient 
should use a bed-pan for this purpose for the first nine 
days : she should not get up, nor strain violently. If 
these means do not suffice for opening the bowels, a 
medical man should be called in. 
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§137. 

The lying-in woman should remain quiet in bed till 
the end of the second week if possible, even if she feels 
well and strong. If the bed has to be made dimng 
this period, she must not get up, but must be lifted 
out of bed and in again. Likewise the hair must be 
combed and dressed whilst she is lying down. From 
the end of the first week the patient should be advised 
to lie on her side, as lying on her back favours the 
occurrence of a displacement of the womb backwards. 
(See § 374.) 

Rest of mind is not less necessary to the patient 
than rest of body. Wherefore visits of people not 
concerned in the nursing should not be allowed in the 
first week. Mental disturbances generally, joyful as 
well as sorrowful, should be guarded against as much 
as possible. 

Sound sleep is more significant in regard to the 
bodily, than to the mental well-being of the patient. 
When this is wanting, in spite of external quiet, 
medical assistance is indispensable. 

Even after the lying-in woman has left her bed, she 
should be very gentle in her movements, and lie down 
the greater part of the day. She should not do any- 
thing requiring severe exertion for the next three or 
four weeks, as the internal organs are not yet 
thoroughly restored to their former condition ; and 
such exertions may easily cause a flooding, or falling 
of the womb or vagina. In winter, whilst the weather 
is cold, she should not leave the room for five or six 
weeks, if it can be avoided. 

§ 138. 

If the temperature of the body be tested with the 
thermometer, it will be found that, even if the patient 
is well, it will be higher than ordinary during the first 
five or six days. Most sicknesses of lying-in women 
are associated with a greater elevation of temperature 
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— fever. Wherefore "taking the temperature," as it is 
called, is one of the surest means of testing whether 
a lying-in woman is ill or well; and if the midwife 
possesses a thermometer, she ought to take it regularly 
during the first few days.^ It is indispensable to do this 
after a chill or shake, and, generally speaking, when the 
patient is not well. If the temperature is found to be 
unnaturally high (101° or more) in the axilla (armpit), 
she should insist on a medical man being called in, 
even although she may be unable to find any other 
sign of illness. In measuring the temperature in the 
armpit, the sweat should be wiped away first, and the 
part dried. It is well to close the arm again for a 
little while before putting the instrument in. After 
warming the thermometer in her hand, she places it 
deep in the armpit, and holds it in whilst she presses 
the arm (which is bent at the elbow) against the side. 
She must take care that the bulb of the instrument is 
completely surrounded by the walls of the axilla, and 
from time to time she should see that it is not dis- 
placed. If the patient is restless, she must hold it in 
its place herself. The mercury rises more quickly at 
the beginning than towards the end of the measuring, 
and the higher the fever is the more quickly it rises. 
It does not reach its highest point till after ten minutes 
— ^generally fifteen minutes, and often not till after 
twenty or more. The thermometer should not be 
taken away till a few minutes after the mercury has 
ceased to rise. 



CHAPTER III. 

TE[E NEW-BOBN CHILD. 

§139. 



A new-bom child sleeps the greater part of the day, 
if it is well. It is only awakened by hunger, at 
.intervals of four or five hours, and then makes known 
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its wants by a cry, and as soon as these are satisfied 
it goes to sleep again. After two or three days, 
however, the desire for food becomes greater, and is 
made known oftener; and then the intervals of waking 
become gradually longer. 

§140. 

Usually the child passes urine directly after it is 
bom, unless, as is sometimes the case when the labour 
has been long and difficult, it comes into the world 
with its bladder empty. With a plentiful supply of 
nourishment, it passes a large quantity of urine, a 
little at a time, but very often. During the first 
months, if the child is healthy, the urine is generally 
almost as clear as water, free from smell, and does not 
stain the napkins. 

The first emptying of the bowel follows later, usually 
about twelve hours after birth. For the first three days, 
only the faeces that have been collected before birth 
(meconium) are expelled. They consist of a tarry 
mass, at first blaxjkish, and afterwards a brownish 
green. From the fourth day, the excrement gradually 
takes on its usual yellow colour. The child generally 
has its bowels open three or four times in the twenty- 
four hours. 

§141. 

The part of the navel cord which is attached to the 
child very soon shrivels, and becomes dry from the 
tip onwards, in consequence of its contact with the 
warm body of the child. The drying-up advances as 
far as the fold of skin at the navel, from which the 
dried black-looking string falls off usually about the 
fourth or fifth day. When the cord is thick and 
gelatinous, it is generally cast off with a livid reddening 
of the skin of the navel fold, and some discharge of 
matter ; but if it is thin, there is frequently neither of 
these. After the coi;d has come off, a funnel-shaped, 
hoUowed-out wound is left, which is generally com- 
pletely healed up in ten or twelve days. 
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§142. 

If the curdy slime that sticks to the child is not 
washed off completely at the first washing, it dries on 
the body, and comes off on the second or third day, 
along with the upper skin, or cuticle, as scurf or scales; 
otherwise, as a rule, there is no perceptible scaling. 

Not unfrequently, the skin of the child acquires a 
yellow colour after a few days, without its health being 
in any way disturbed. 

During the first few days of its life the child loses 
a little in weight, as it takes in less than it parts with. 
With good care and nourishment, however, an increase 
in weight sets in again about the third or fourth day. 



CHAPTER IV. 

THE NURSING OF THE NEW-BORN INFANT. 

§143. 

From the first, the new-bom child should have a 
sepai-ate bed. A cot is preferable to a cradle. It 
should only be put into its mother's bed temporarily, 
as when it is put to the breast, and then only when she 
is awake. It should never lie there through the night, 
as then it runs the danger of being lain upon during 
sleep. It is generally undesirable for the child to 
remain needlessly long in bed with its mother, at least 
unless she is very scrupulously clean and careful, as 
some of her discharges might get into its eyes, and set 
up inflammation. A bottle of warm water is required 
at the foot of the child's bed, not too hot, well corked 
and wrapped up in something. This will provide a 
constant supply of warm water for washing the child, 
and will keep its place warm whilst it is with its mother. 
The child rnvst always he laid upon its side, and then, if 
it throws up its milk, it will ixin out of the mouth side- 
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ways, and not run back and choke it. When the child's 
head is protected by a covering, as is frequently done, 
care must be taken that the face remains free, so tha^ 
the air has free access to its mouth and nostrils. 

§144. 

Cleanliness is a chief requisite for the well-being of 
the child. For this reason it should be examined as 
often as it awakes, to see if it has soiled itself at all, and 
if it has, it should be washed, and have a dean, dry 
napkin put on. Besides this, the midwife should give 
it a warm bath every day. After each bath she wraps 
the stump of the cord up in a fresh piece of rag, but 
she must take care not to drag it, as it may easily come 
off. When it falls off, she lays a piece of rag over the 
navel, either dry or greased with fresh oil or fat. This 
she continues to do until it is completely healed. 

The midwife must take special care to prevent any 
of the lochial discharge from coming into contact with 
the child's eyes. {See § 143.) After attending to the 
mother, she ought always to wash her hands with soap 
and water before touching the child, and she should 
also see that the mother does the like before putting 
the child to the breast. 

When the child has sucked, its mouth should always 
be cleansed with a cloth dipped in water or weak wine 
and water. 

§145. 

The milk of a healthy mother is the most suitable 
nourishment for the child. At first it is put to the 
breast as often as it is hungry, hvA it should he accus- 
tomed early to a fixed time for drinking. If the mother 
has a sufficient supply of milk, and the child has satis- 
fied itself, itahovM not he put to again for two howrs at 
least. The restlessness and crying of a child are not 
by any means always a sign of its being hungry. Its 
digestion may be disordered by being fed too often, and 
in that case its unrest would be increased by feeding. 
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The giving of a child something to suck to quiet it 
is injurious, and ought not to be tolerated. If the 
mother has been very much excited, the child should 
not be put to the breast immediately afterwards, as the 
milk would be injurious. The milk that has collected 
in the breast should be drawn off by breast-exhausters 
before the child is put to. 

It is known that a child has enough food when it is 
quiet, when it does not cry for the breast too often, 
when it thrives well, when it often wets itself, and has 
its bowels open several times a day; occasionally it 
even " possits " when it has had too much. A child 
that does not get enough food is restless, shrunken, 
soils itself rarely, and wets itself but seldom. If a 
child is weakly, the midmfe should pay particular 
attention to these signs. Such children, especially if 
they are premature, often have so great a tendency to 
sleep that hunger will not awaken them. They can 
well-nigh starve without showing any unrest, and they 
go off suddenly in convulsions. For these reasons 
weakly children should be waked up every three or 
four hours and put to the breast. If they are too 
weak to suck, they should be fed with a spoon, either 
with their mothers' milk drawn, with a breast-pump, 
or diluted cows* milk. This should be continued tfll 
they are stronger. 

A mother that suckles her child will generally soon 
find out if she has not enough milk for it, and will then 
make her fears known.. A wet-nurse, on the contrary, 
is often inclined not to acknowledge any scarcity, and 
will even attempt to deceive by wetting, the child's 
napkin with water. For these reasons a careful watch 
should be kept. If any one will sit beside the nurse 
when she is givipg the child the breast, it will be easy 
to hear whether the child really swallows milk for a 
sufficient length of time, or whether, after a few draws, 
it tires itself out at the empty nipple, and goes off to 
sleep, only to be shortly awakened again by hunger. 
If Uie child is kept away from the breast for several 

8 
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hours, and the nurse's breasts, notwithstanding, remain 
sott, it is a sure sign that she does not give enough 
milk. 

§ 146. 

If a mother cannot, or will not, suckle her child, the 
choice has to be made between a wet-nurse and arti- 
ficial feeding. The decision on this point should be left 
to a medical man, who will be able to estimate rightly 
the relative advantages of the two methods : it is not 
one of the duties of the midwife to decide on this point. 
In like manner she should not undertake of herself the 
choice of a wet-nurse, but endeavour to have a medical 
man to undertake this important business. 

§147. 

To bring up a child without its mother's milk, or 
that of a wet-nurse, requires the greatest care, and 
even with it does not always succeed. Generally, 
diluted cows' milk is the most suitable artificial food 
for the first year. The milk is the best from cows 
in the open pasture, when it can be procured often 
enough — that is, when it can be got fresh three times 
a day. It is only at first, when the cow first comes 
out of the stall into the pasture, that the milk — the 
so-called grass milk — is injurious. In large towns 
people generally have to put up with milk from stall- 
fed cows. Cows that are to be chosen should be^such 
as are fed on hay, whilst such as are fed on cabbages 
and turnips should be avoided. If one has the choice, 
the milk should be from one, and that a new-milched 
cow. The milk should be diluted with hot water, or 
thin arrowroot and water (a teaspoonful of arrowroot 
to four cups of water). {See § 401.) The milk should 
only be boiled when it cannot be procured fresh often 
enough, or when it seems not to agree. For the first 
month it should be used in the proportion of two 
parts water to one of milk; but later on, as more 
food is required, the quantity of water is diminished. 
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[Upon the whole the milk met with in towns may be 
considered to be rather poor. Such milk will be suffi- 
ciently diluted for the child's use if it is mixed with 
an equal quantity of water. It will now, however, 
contain too small a quantity both of cream and sugar, 
and to make up this deficiency, sugar should be added 
as directed, and the cream from an extra quart of 
milk per day.] The best sugar for sweetening is sugar 
of milk, of which as much as wiU lie on the point of 
a knife is added to a cup of milk. The food thus 
prepared should be given out of a feeding-bottle with 
an ivory, calf's, or black (unvulcanized) india-rubber 
nipple. [The old-fashioned bottle is by far the best. 
So long as the child has to be taken up and held in 
the arms to be fed, it is not likely to be overfed; 
whilst those that suck a flexible tube as they are lying 
down almost invariably are.] The food should not 
be so hot that the bottle containing it cannot be borne 
against the eye. It is well to wrap the bottle in a 
piece of flannel or woollen cloth, to prevent its cooling 
too rapidly. The food should be freshly prepared 
every feeding-time, and what is left ought to be 
emptied out. After being used, the bottle and nipple 
should always be washed out and left to soak for some 
time in clean water. When brought up in this 
manner, as well as when brought up at the breast, 
the child should be early accustomed to regular feed- 
ing. It is also well to give such a child a daily bath 
of lukewarm water. If the child cannot bear the 
food, a medical man should be called in ; and until 
his arrival, if other fresh milk cannot be procured, a 
little condensed milk or even chicken broth may be 
given. 



116 HANDBOOK OF MIDWIFEBY 



PAET III. 

IRREGULAR PREGNANCY, LABOUR, AND 

CHILDBED. 



SECTION L 
IRREGULAR PREGNANCY. 

. § 148. 

During pregnancy, women are predisposed to many 
ailments which are connected with its various processes 
of development ; some are caused or at least favoured 
by them, or depend on disturbances of them ; others 
assume a special importance by their connection with 
them. The midwife must make herself acquainted 
with these ; she will then, in many cases, be able to 
prevent something worse, by her timely advice. In 
other cases, until the arrival of the medical man it 
will be her duty to render assistance herself. 



CHAPTER I. 



FAULTY POSITIONS OF THE WOMB AND VAGINA DUBING 

PREGNANCY. 

1. Retroversion of the Womb, 

§149. 

By retroversion of the womb is meant that faulty 
position of the organ in which the base sinks doum 
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hachvards into the hollow of the sacrum, cmd the vctgirud 
portion is drawn up towards the symphysis pubis. There 
is generally associated with this a sharp bend, near 
the internal mouth of the womb, so that the vaginal 
portion, although dragged up to the symphysis, has 
a downward direction,^ and the external mouth of 
the womb looks in the same direction. Sometimes, 
however, this flexion, as the sharp bend is called, is 
absent, and then the vaginal portion stands very high 
near the upper border of the pubes. As a matter of 
course, the womb can only lie in this position during 
the firat three or four months of pregnancy, whilst it 
is still within the pelvis. Sometimes it is forced into 
this position suddenly by some force from without, as 
by a fall, a blow on the lower part of the belly, or by 
pressure of the abdominal walls, as in rising, bending, 
etc. More frequently, however, there has been a 
certain degree of backward displacement before preg- 
nancy began, and the base of the womb has been 
prevented from rising by the projecting promontory 
of the sacrum. 

It is only wlien the displacement has arisen suddenly 
in consequence of external violence that it is attended 
from the commencement by painful feelings of dragging 
and bearing-down in the belly. Usually the disturb- 
ances caused by the displacement make themselves 
known gradually, becoming more pronounced as the 
enlarging womb fiUs up the pelvis more and more, 
and presses more amd more firndy upon the urethra a/nd 
howd. 

The difficulty of emptying the bladder gradually 
increases, imtil at last it cannot be done at all ; the 
^motions are retained ; and to these are added forcing, 
labour-like pains. Sometimes, however, before these 
symptoms of strangulation, as it is called, set in, 
flooding comes on, followed by an abortion. If stran- 
gulation does set in, however, and the faulty position 
of the womb is not quickly rectified, the retention of 
the urine, and the unavoidable inflammation within 
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the abdomen, speedily bring the patient into a con- 
dition of extreme danger. 

§ 150. 

Most frequently the midwife is first called when the 
pregnant woman is no longer able to pass her urine. 
In every case of retention of urine in Qie first three or 
four months of pregnancy, it should he the first thought 
of the miduyife to see if a retroversion of the won^b is 
not the cause of it. By external examination she 
may feel the distended bladder above the pubes, 
reaching as high as, or higher than, the navel. The 
whole belly is often distended and tender in conse- 
quence of the motions and wind being retained within 
the intestines. On examining internally, she some- 
times finds the vaginal portion dragged up so high 
that she can only just reach the external mouth of 
the womb at the upper border of the pubes. Usually, 
however, the finger will come upon the vaginal portion, 
thickened and softened by pregnancy, just behind the 
pubes, with the mouth looking downwards ; and from 
this it will be able to follow the ball-like, enlarged 
body filling up the hollow of the sacrum, and forcing 
forwards the hinder wall of the vagina. The base of 
the womb generally lies lower than the external mouth. 

Indeed, the condition internally is not unlike that 
in which a tumour, lying behind the vagina in the 
hollow of the sacrum, forces the womb forwards and 
upwards. In the latter condition, however, if the 
abdominal walls are not too tight, the base of the 
womb will be felt above the pubes. The distinction 
between the two, nevertheless, is not of such great 
importance to the midwife, as urethra and bowel are 
compressed ni the same manner in both, and she h^ 
to follow the same method of procedure in both cases. 

§151. 
As soon as the midwife finds out what is the matter, 
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she should send for a medical man as quickly as 
possible. In the meantime, before he comes she 
should make a careful attempt to draw off the urine 
with the catheter. The catheter may be very hard to 
get in, owing to the pressure on the urethra. {See 
§ 406.) She should then put the patient quietly on 
her side, and forbid her to bear down. Whether a 
lavement is to be given should be left to the decision 
of the medical man. 

§ 152. 

If the midwife knows, from any source, that a 
woman is suffering from retroversion, or falling of the 
womb, she should counsel her, as soon as pregnancy 
begins, to seek the advice of a medical man, and in 
any case to keep quiet, to avoid bodily exertion, and 
particularly long standing. As soon, as disagreeable 
sensations are felt within the pelvis, she should lie 
down, at least for a time, on the side ; and care should 
be taken that the bladder and bowels are emptied 
regularly. In this way actual strangulation of the 
womb is frequently avoided. 

2. Falling of the Womb and Vagina^. 

§153. 

Falling of the womb and vagina is a rather frequent 
malady, particularly amongst women belonging to ther 
working classes. Either the womb is the first to sink 
down, carrying the vagina with it, or the vagina is 
the first to give way — most frequently its anterior 
wall — and drag the womb after it. The longer the 
evil lasts, the worse it gets, as a rule. At first the 
sinking parts remain within the passage ; later on, 
they are partially forced through the genital fissure 
when the patient stands up, but they mostly return 
of themselves when she lies on her back. It is only 
rarely that the disease progresses so far that the 
vagina, turned inside-out with the womb inside it, 
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lies quite outside the genital passages. When the 
parts have been exposed for -a long time to the in- 
fluence of the air, the walls of the vagina gradually 
lose their transverse folds, the skin becomes whitish, 
dry, leathery, whilst ulcers form on the mouth of the 
womb, in consequence of its being rubbed between the 
thighs and by the clothes, and through constant 
wetting by urine. Frequently a portion of the bladder 
is pidled down with the rest, giving rise to consider- 
able difficulties in passing water. The anterior wall 
of ^the bowel is more rarely among the parts that fall. 

§ 154. 

Most cases of falling of the womb arise in the lying- 
in period. The weight of the womb and the weakening 
of its supports — the uterine ligaments and the vagina 
— at this time favour its occurrence, especially when 
the posterior wall of the vagina has lost its suppoi't 
through an ununited rupture of the perinseum. When 
a lying-in woman leaves her bed too early, and takes 
•insufficient care of herself, by doing housework, etc., 
*the womb sinks, slightly at first ; this, however, gets 
worse by exertion after subsequent Ijdngs-in, or through 
attacks of coughing or vomiting, and at last it ends in 
complete falling of the womb. It is rare for it to 
* come on in childbed, suddenly, from violent pressure 
of the abdominal walls, or concussion of the body by 
a fall or jump. 

§ 155. 

It is not difficult to recognise falling of the womb 
or vagina. In falling of the vagina the midwife finds 
that the anterior or posterior wall, or more rarely 
both, hang down outside^ the genital fissure in folds, 
and particularly in the erect posture, or when the 
woman is made to bear down. If both walls come 
down, the womb always comes down with them. The 
midwife will be able to distinguish falling of the 
womb from tumours that grow out of it, and reach 
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down to the entrance of the vagina or the vulva, such 
as polypi, and from inversion {see § 349) of the womb, 
by the following: — In falling of the womb, the mouth 
of it is at the bottom of the tumour, and will be felt or 
seen here, whilst the finger will not be able to pass into 
the pelvis without pushing a fold of the vagina up 
before it, if the latter descends with the womb. 

§ 156. 

The treatment of falling of the womb is not within 
the province of the midwife, but should be left to a 
Aedical man. But if it comes on suddenly, in conse- 
.^uence of some violent exertion or shaking, and the 
yVomb is forced outside the vulva, and if at the same 
' time medical aid cannot be procured quickly, then the 
midwife should make a cautious attempt to replace 
it before it begins to swell. In order to do this, the 
patient should lie on her back, with her buttocks raised 
and her knees drawn up. The midwife then oils her 
right hand, and if necessary the fallen womb; she 
grasps it gently but firmly with the tips of her fingers, 
and pushes it up in the direction of the middle line of 
the pelvis. After it has been returned, the patient 
must continue on her back until the arrival of the 
medical man, and all bearing or pressing down must 
be strictly forbidden. 

§157. 

If a woman who suffers from falling of the womb 
becomes pregnant, unless the descent is considerable, 
the womb usually rises out of the pelvis after the third 
month, — that is, if the patient keeps moderately quiet, 
— in consequence of its attaining such a size that there 
is no longer room for it within the pelvis. Occasion- 
ally, however, the womb remains in the pelvic cavity 
longer than it should, — that is, until it gets too large 
for it, — when it becomes difficult to empty the bowels 
and bladder, and the patient suffers from pain and 
bearing-down. If she keep upon her back, however, 
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these difficulties usually disappear quickly. On these 
accounts the midwife should admonish any pregnant 
woman who suffers from falling of the womb to refrain 
from all heavy work, from standing or walking too 
long at a time, and to take to her bed upon the first 
appearance of any of these disorders, and not to leave 
it until they have completely disappeared. Should the 
womb remain down notwithstanding all these measures, 
or should it even come outside through the genital 
fissure, wholly or in part, a medical man should be 
called as quickly as possible. 

§ 158. 

Falling of the vaginal walls usually becomes more 
pronounced during pregnancy, as they are then fuller 
of blood and increased in bulk. If great annoyance is 
caused even when the patient keeps perfectly quiet, 
medical assistance should be procured. 

3. Obliquities of the Wornb, 

These will be considered among the Irregularities of 
Labour. 



CHAPTER II. 

H.SMORRHAOE FROM THE WOMB DURING PREGNANCY. 

1. Hemorrhage during the first twenty-eight weeks of 

Pregncmcy ; and Abortion, 

§ 159. 

Hcenfuyrrhage from the uterine cavity at this period is 
caused by the rupture of some of the vessels that unite 
the ovum to the inner surface of the womb. If this 
separOftion of the ovum takes place at its lower end, 
near the internal mouth of the womb, the blood that is 
poured out escapes externally (external haemorrhage); 
if the point of separation is higher up, the blood 
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may first collect upon, or between, the layers of the 
decidua, or between that and the chorion, and become 
clotted (internal haemorrhage), only escaping when 
the separation between the decidua and womb has 
advanced as far as the internal mouth of the latter. 

These haemorrhages most frequently come on from 
the second to the fourth month of pregnancy. 
There is always danger of a miscarriage accompanying 
them, for either the separation of the ovum is the 
result of a uterine contraction, or, more frequently, 
contractions are set up by the separation. Notwith- 
standing great and repeated losses of blood, however, 
pregnancy may go on to its full term. 

In some women, the monthly flow returns once, or 
more times, during pregnancy, but the quantity is 
generally less than usual. This flow is distinguished 
from the one mentioned above by its occurrence at 
the regular time, and by the greater admixture of 
mucus. But even here, when the surroundings are 
unfavourable, a partial separation of the ovum is to be 
feared, which may lead to a miscarriage. 

In very rare cases, the cause of the haemorrhage is 
disease of the neck of the womb, such as cancer or 
polypus. 

Haemorrhage from the rupture of a varicose vein in 
the vagina is equally rare during pregnancy. We shall 
speak of this later on, among the Irregularities of 
Labour. 

§ 160. 

Kupture of the vessels that connect the ovum with 
the womb is usually caused either by an increased rush 
of blood in these parts, or by a premature contraction 
of the womb, or by a violent concussion of the body. 
For these reasons we observe haemorrhages most fre- 
quently in unhealthy conditions of the womb, especially 
in faulty positions of the organ, which may lead to its 
strangulation within the pelvis, in insidious inflamma- 
tions, etc., or in diseases of the ovum, in consequence of 



124 HANDBOOK OF HIDWIFEBY 

which it dies, or in febrile diseases affecting the patient 
herself. Amongst the external causes of hsemorrhage 
may be mentioned too frequent or too impetuous 
coition, long standing, straining of the abdominal walls 
in rising, stooping, etc., concussion of the body by a 
fall, a kn<x5k, or travelling over a jolty road, etc. More- 
over, violent mental shocks, especially fear, may cause 
contractions and hsemorrhage. Anything that can be 
harmful is more particularly so at the time the monthly 
flow would have been on haxi there been no pregnancy. 

§161. 

Disagreeable sensations in the back, and a feeling of 
weight and pressure in the pelvis, often precede the 
onset of haemorrhage. The discharge is of various 
kinds. Sometimes the loss of blood is slight, but of 
long continuance ; in other cases it comes in gushes. 
Distinct pains do not come on in the earlier months of 
pregnancy until after the hsemorrhage has existed for 
gome time ; they are usually felt as a dull dragging in 
the sacrum and lower belly, and scarcely ever as acute 
pains. If it goes on to a miscarriage, the ovum is 
sometimes expelled in a few hours, whilst sometimes 
it takes days or even weeks. 

From the second to the third month, the whole 
ovum, enveloped in the decidua, is frequently expelled 
entire. In this case the child has generally been dead 
some time, and for the most part dissolved in the 
waters. 

From the third to the fourth month, the ovum usually 
bursts in its passage through the incompletely dilated 
mouth of the womb, and the little foetus passes away 
with the waters, unnoticed,: the womb then contracts; 
the lower part of the ovum, which has already passed 
through the os uteri, becomes separated from the 
upper portion, and falls off; whflst the part that 
remains behind within the uterine cavity is only cast 
off after repeated discharges of blood, and very fre- 
quently putrid and piecemeal. 
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From the fourth to the seventh month, the pains are 
more distinct, painful, and bearing down, and they are 
usually present before the onset of the haemorrhage. 
This is but rarely serious, and often absent altogether. 
The point of the ovum generally gives way in the os 
uteri ; the waters then flow off, and the foetus is bom. 
The expulsion of the after-birth is generally delayed ; 
it can be retained for weeks, and even months, ^ving" 
rise to haemorrhages or foul discharges. 

When, after the destruction of the foetus in the first 
month of pregnancy, or after its expulsion in the later 
months, the membranes are expelled, after a longer or 
shorter period of retention within the uterine cavity, 
this expulsion is generally attended by smart bleeding ; 
and the membranes are so much changed by the blood 
that has been poured out between them and become 
clotted, they are not recognisable. Such shapeless, 
fleshy masses are called blood-, or flesh-moles. 

After the ovum has entirely come away, the haemor- 
rhage generally ceases at once, and a mucous dis- 
charge similar to the ordinary lochial discharge remains 
a few days longer. 

§ 162. 

If the midwife is called to a woman suffering from 
haemorrhage during her pregnancy, she should insist 
on a medical man being called in, as, although he may 
not be able to prevent a miscarriage, he ought to be 
present to ward off the dangers associated with such a 
mishap. Until the arrival of the medical man, the 
midwife should proceed as follows. 

The first care should be to keep the patient quiet, 
both bodily and mentally, even although she may 
think that the discharge is only a return of the 
menses. She must therefore go to bed immediately, 
and lie flat down, with the thighs drawn together; 
she should move as little as possible, as any move- 
ment may loosen the clot of blood by which the 
openings of the blood-vessels may be closed. For 
the relief of her necessities a bed-pan should be 
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used, and in using it she should be lifted up care- 
fully. She should speak little, and leave her household 
cares to others. 

Along with absolute rest, coolness is required. For 
this reason feather beds are unsuitable. The best bed 
is a firm mattress. The covering should be light. 
The room should be kept only moderately warm, and 
care should be taken to get a supply of fresh air 
Everything the patient takes should be cool, in bad 
cases quite cold. Heating food — spices, c6ffee, tea, 
beer, wine, and especially brandy — should be strictly 
forbidden. 

§163. 

After the midwife has attended to these arrange- 
ments — which, indeed, are suitable for all cases — she 
proceeds to a closer examination. 

First of all, she inquires after the quantity and 
character of the blood that has been discharged. The 
more copious the flow has been, and the more numer- 
ous and larger the clots, the greater in general is the 
danger of a miscarriage. 

The discharged blood-clots should be kept, so that 
the medical man can see whether they contain the 
ovum, or parts of it. 

By external examination, the midwife will ascertain 
whether the base of the womb can be felt above the 
pubes, or not ; and if it can, whether she can perceive 
any occasional Jiardening of it. The occurrence of 
distinct pains would in any case be a bad sign as 
regards the continuance of the pregnancy. 

If the flow of blood has stopped, it is better to defer 
the examination for the time, lest the irritation of the 
examination should start the bleeding afresh. When 
much blood has already been lost, however, so that it 
is likely that the ovum is already separated, or even 
in the vagina, or when there are other signs, such as 
pains and bearing-down, or stoppage of urine, then 
the examination should not be delayed. It should, 
however, be conducted carefully and as gently aspo&si- 
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ble. The midwife will pay attention to the condition 
and position of the womb, and particularly to the 
state of the vaginal portion. Should she find this 
much swollen or hard, or even a tumour arising from 
it, any of these conditions may be the cause of the 
bleeding; and the speedy arrival of a medical man 
becomes doubly necassary. If the vaginal portion is 
natural, however, and promises the continuance of the 
pregnancy, then special attention must be given to 
the changes in the mouth of the womb. The more the 
external os lies open, and the cervical canal allows the 
finger to pass, the less likely is it that the processes 
which have already commenced, and which have for 
their object the casting-off of the ovum, will be 
restrained. When the tip of the ovum can be already 
felt in the cervical canal, or in the external os, the 
thoughts of avoiding a miscarriage must be given up. 
Frequently, however, it is not the ovum itself that is 
felt in the cervical canal, but clotted blood that sticks 
to the lower part of it. , This should not by any means 
be removed, as it contributes materially to the arrest 
of the bleeding. 

§ 164. 
So long as the loss of blood is moderate the midwife 
should limit her activity to seeing that the patient is 
kept quiet and cool. She should avoid unnecessary 
repetitions of the internal examination. When there 
are pains, however, and when the womb can be felt 
above the pubes, she should take note from time to 
time as to whether the womb has diminished in bulk 
(when the ovum has been expelled), or whether, on the 
contrary, it is increasing in size. The latter will be a 
sign that blood is collecting within the uterine cavity. 
This, however, occurs only in exceptional cases, and 
then only when haemorrhage has lasted a considerable 
time, at least to such an extent as to cause a notice- 
able increase in the size of the womb. Should this 
be the case, the arrival of a medical man should be 
hastened as much as possible. 
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§165. 

If the loss of blood is greater, so that if it continued 
long, the life of the patient would be in danger, or if 
accompanying it great pallor of the countenance and 
faintness come on, the midwife herself must then, in 
the absence of a medical man, take decisive measures 
to check the haemorrhage. To attain this end there 
are three means at her command : the local appliccb- 
tion of heat, of cold, and 'plugging the vagina. All 
three means generally set up uterine contractions, 
or increase pains already present, and thus assist the 
expulsion of the ovum. The midwife will be the 
more inclined to adopt these methods as upon exa- 
mination she finds the labour already progressing, 
the mouth of the womb open, and the tip of the 
ovum advancing. In the meantime, however, the 
extent of the haemorrhage is quite sufficient to war- 
rant the adoption of the above-mentioned means. In 
some cases the haemorrhage can be stopped by these 
means, without the pregnancy being interrupted. 
When the loss of blood is great, however, it is useless 
to expect to stop it until the ovum comes away, and 
therefore it is very desirable it should come quickly. 

§166. 

[Both heat and cold applied suddenly contract blood- 
vessels and check bleeding. The best way of applying 
heat is to direct, for a few minutes, a stream of hot 
water (110 to 115° Fahrenheit) on to the neck and 
mouth of the womb by means of a Higginson's syringe. 
The application of heat will probably be more effective 
in checking haemorrhage than cold, and should be 
tried first.] 

The midwife makes use of cold for the purpose of 
checking the bleeding, by applying cloths dipped in 
the coldest water, and then wrung out again, to the 
lower part of the belly, and to the external genital 
organs, and by even giving a cold water lavement, or 
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enema. Whilst these are being done, she must take 
care that the patient is moved as little as possible. 

More effectual still is pliogging the vagina, and this 
is the next step the midwife must take if the cold appli- 
cations have not answered their purpose. In doing 
this, plugs of clean wadding are made use of, the size 
of a hen or duck e^g, tied with a piece of string, one 
end of which is left long. These plugs are soaked in 
carbolized oil, and pressed into the vagina one after 
another. The first is pressed against the mouth of the 
womby and others follow, until the upper two-thirds 
of the vagina are packed full. These plugs keep very 
firm, and may lie in the vagina from twelve to twenty- 
four hours, without irritating the parts, and without 
setting up decomposition in the blood and mucus ; and 
they can be easily drawn out by the string that is 
attached. 

§167. 

If the plugging of the vagina sets up stronger pains 
or causes bearing-down or pain in the pelvis, the plugs 
should be removed after a longer or shorter time; 
and if they have become offensive to the smell, the 
vagina should be washed out and cleansed. If the 
ovum should be found ^ymg loose in the vagina, it 
should be removed before decomposition sets in. 
The ovum that has thus come, or been taken away, 
should now be kept safely in cold water, so that the 
medical man may examine it, and satisfy himself as to 
whether the whole of it has come away, or whether a 
part still remains within the womb. Should the ovum 
still remain partly within the neck of the womb, no 
effort should be made to take it away, as it is easily 
torn; and if it were, it would be more difficult to 
expel the rest. If the bleeding should stop, and the 
ovum still remain within the womb, the midwife can 
await the further course of events. If the bleeding 
continues, however, or returns, she must then plug 
the vagina afresh.. 

9 
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§168. 

If the bleeding should continue after the ovum has 
apparently come away, it is to be feared that some 
portion of it has been retained within the uterine 
cavity. If after the dLscharge of the waters the child 
has come away by itself (as is usually the case after the 
fourth month), the membranes, as we have said before, 
are generally some time before they are cast off. In 
all these cases it is the duty of the midwife to call in 
the aid df a medical man, as it may be necessary to 
extract the remains of the ovum artificially ; for the 
retention of any part of the ovum is not only liable 
to cause renewed and sometimes serious hsBmorrhage, 
out its decomposition is not unlikely to give rise to 
dangerous inflammatory diseases. The task before the 
midwife is this • to stop the bleeding , and to eocdte suck 
uterine contractions as shall expel the membranes and 
pkccental remains. Both these ends are attained by 
injections of hot or cold water directed to the neck of 
the womb. The vagina should be plugged during the 
first three months of pregnancy only, when the small 
size and insignificant degree of dilatability of the 
womb allow little room to fear the collection of any 
large quantity of blood within its cavity. In plugging 
during this period, however, the womb should be 
examined externally repeatedly, in order that any 
increase in size may not escape notice. Should there 
be any, the plugs should be taken out and the vagina 
syringed with hot or cold water immediately. If the 
discharges from the womb become offensive, the vagina 
should be syringed outtfcwice or three times a day, or 
oftener if needful. 

§169. 

If, from the profuseness or long continuance of the 
haemorrhage, the patient becomes exhausted, the mid- 
wife must not omit to keep her up by suitable nourish- 
ment. Exhaustion will make itself known by the 
increasing pallor and coldness of the skin, by moans 
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or sighs, noises in the ears, dimness of sight, oppres- 
sion of the chest, anxiety, nausea, until at last con- 
sciousness is lost and the patient faints away. Such 
% state of things is always ckmgeroios to lif% even 
[f the hsemorrhage has been overcome, and the attend- 
since of a medical man is therefore urgently needed. 
A. kind of convulsive stiffening of the whole body, 
lasting a second or two, and repeated once or twice, 
Frequently comes on just as the patient is in the act 
3f dying. Until the medical man comes, the patient 
must be made to lie perfectly flat, or the head should 
be even a little lower than the rest of the body ; fresh 
air should play about her ; and at short intervals small 
quantities of meat-broth, wine, or Hoffman's Drops 
upon sugar should be given, eau de Cologne, or 
vinegar, sprinkled on her, and spirits of ammonia 
[hartshorn) applied to the nostrils. 

§ 170. 

After a miscarriage, the patient should do exactly 
as if she had been confined at full term, and should be 
particularly careful not to sit up too soon. 

In order to avoid a recurrence of the accident 
during the next pregnancy, it is often necessary for 
the patient to be under the care of a medical man in 
the interval. In any case it is well for her to obtain 
advice as to how she shall act in case she again 
becomes pregnant. 

2. Uterine Hosmorrha^es during the last three months 
of Pregnanoy, a/nd Premature Labour, 

§171. 

In the last three months of pregnancy, also, hsemor- 
rhages may be caused by diseases of the neck of the 
womb, such as cancer, polypi, etc. 

Or they may be caused by the bursting of a knot of 
varicose veins in the vagina, or on the external genital 
organs {see §§ 252 and 253). 
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§172. 

Most frequently, however, haemorrhages at this 
period are occajBioned by a premature separation of the 
placenta, and this, in its turn, is caused by the plcicenta 
growing over or too near to the internal mouth of the 
womb, so that the lower edge of the one either com- 
pletely or in part covers the other, or at least reaches 
very close to it. Placenta prcevia, as this condition 
is called, almost always occurs in women who have 
previously borne children. W^hen, then, from the 
commencement of the eighth month of pregnancy 
onwards, the uterine cavity goes on dilating, and the 
lower segment of it takes part in the process, the 
placenta, which is situated here, cannot follow suit, 
and thus the vessels that run between the womb and 
placenta become stretched, and finally torn. 

For these reasons, haemorrhages occur as early as 
the eighth month,. but more frequently in the ninth 
and tenth, — and this without any particular external 
cause, and without any pains,: — sometimes to a slight 
or moderate extent, sometimes profusely, even from 
the commencement. The bleeding generally ceases as 
soon as the patient is perfectly at rest, and the open 
mouths of the torn vessels become stopped up by a 
drop of clotted blood. It comes on again, however, 
without any external cause, as the dilatation advances, 
at longer or shorter intervals, until labour comes on, 
and usually with increasing severity, as with every 
fresh bleeding the old protecting clots of blood are 
washed out of the vessels. Indeed, in bad cases the 
patient may bleed to exhaustion without any signs of 
labour showing th^nselves. 

As a rule, however, an extensive separation of the 
placenta, attended by copious haemorrhage, leads to a 
premature birt.h. Those cases are the most favoura-ble 
in which the separation is produced by uterine con- 
tractions, and in wjiich, therefore, no blood is lost 
beforehand. Although the pains are usually weak, the 
separation of the placenta is naturally increased by 
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them, and at first the flow of blood is more copious. 
One of the greatest dangers lies here : the feeble pains 
keep up the heemorrhage without at the same time 
effectually forwarding the labour. If it happens that 
stronger pains have been excited, and the position of 
the child is favourable, and other things are right, 
the labour may run an otherwise natural course, and 
favourable to both mother and child. For the neck 
of the womb, in cases of Placenta Prsevia, is generally 
softer and more yielding than usual, and for this 
reason offers no great resistance to the entrance of 
the foetal head or breech. The presenting part of the 
child pushes the inferior flap of placenta, that has been 
separated, before it as it advances, and along with it 
the membranes. It presses it sideways against the 
uterine walls and the walls of the pelvis, and thus 
checks the haemorrhage by pressure. After the rupture 
of the membranes, so long as the pains keep up, there 
is but little further difficulty in the exjpulsion of the 
child, as the external parts have generally been suffi- 
ciently prepared by previous labours. 

Sometimes, when the pains have been strong and the 
flooding great, the placenta is completely separated and 
expelled before the child, whereupon the hsemorrhage 
abates, or stops altogether. Such cases are very rare, 
however; but when they do occur, the child is generally 
lost, even when the labour is quickly over. 

§173. 

In cases of Placenta Prsevia, ths life of the mother is 
in danger through great or long-continued loss of hhod. 
As a rule, the child loses no blood, as its vessels are 
not generally injured in the separation that takes 
place. It is exposed, however, to the danger of suffo- 
cation, as by the separation its connection with the 
circulation of the mother is cut off. 

§174. 
The midwife may suspect that the placenta is 
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growing over, or near to, the internal mouth of the 
womb by the way the haemorrhage comes on at this 
period. She can only make sure, however, by an 
internal examination. When examining externally, 
she particularly notes the position of the child, and 
the presence or absence of uterine contractions. If 
the haemorrhage has stopped before the internal 
examination can be made, it is even more important 
to refrain from it now than in haemorrhages during the 
earlier months of pregnancy, lest the clots of blood 
that block up the vessels become loosened, and the 
bleeding come on afresh. If the loss of blood con- 
tinues, however, the midwife should proceed at once 
to examine internally, but with the greatest caution 
and carefulness. If her suspicion has been correct, 
she will find nothing wrong in the vaginal portion 
of the womb beyond a softening and loosening of 
its tissues. If the cervical canal is sufficiently open 
to allow the finger to pass, she will easily recognise 
the spongy feel of the placenta, as it lies wholly or in 
part over the internal mouth of the womb. Sometimes 
she will only be able to reach the lower margin of one 
side of the placenta, or perhaps not so far as this, and 
she may be only able to conclude that the placenta is 
near by the thickened and roughened feel of the mem- 
branes. 

If the external mouth of the womb is closed, or only 
the lower part of the cervical canal open, a full certainty 
is not possible. When this is the case, and the mid- 
wife has ascertained by external examination that the 
head presents, it will probably be a case of Placenta 
Praevia, when in examining through the vagina she 
cannot feel the whole head, or at least a part of it, as 
distinctly as usual, but, as it were, through a thick 
cushion. 

§175. 

In every case of hcemorrhage of this kind the midwife 
should at once demand the assistance of a m^ical m>an, 
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and the greatest responsibility will rest on her if she 
does not insist sufficiently early on his being called ; 
for in these cases the danger is exceedingly great, the 
assistance to be rendered is difficult, and beyond the 
powers of the midwife to render properly. As the 
medical man cannot always be upon the spot imme- 
diately, however, the midwife must do what she can 
until he comes \ she proceeds then as follows. 

§176. 

Before labour actually commences, keeping the 
patient quiet and cool in the manner before mentioned 
{see § 162) will generally be sufficient to stop the 
haemorrhage. The most important things of all are 
absolute rest and quiet, even if the bleeding has already 
stopped. The patient should not leave her bed until 
after the birth of the child without the express per- 
mission of the medical attendant, for the slightest 
movement or straining may set up renewed and serious 
bleeding, even after it has stopped several days. 

§177. 

If the blood flows freely, the midwife must specially 
notice whether the discharge is accompanied by pams, 
that is, whether labour is commencing, as then the 
presence of a medical man is more urgently needed. 
Uterine contractions in such cases may easily be over- 
looked, as they are generally feeble ; the patient feels 
them but slightly, or not at all; and except for the flow 
of blood, their effects on the neck and mouth are not 
recognisable at the commencement. The midwife will 
only make sure that there are contractions after fre- 
quent and long-continued examinations of the lower 
part of the belly. 

§178. 

So long as there are no uterine contractions, the 
midwife must direct her treatment against the violence 
or long continuance of the flow of blood. If perfect 
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quietness is not enough to arrest the bleeding, or if it 
returns in spite of it, and continues moderate in 
quantity, the midwife should at first try the applica- 
tion of heat or cold to the parts in the manner above 
mentioned (§ 1 66). But if the bleeding is more violent, 
she must make use of the most efficient means without 
delay — that is, plugging the vagina. In this case the 
plugging must be done with extreme care, as firm 
pressuie against the neck of the womb is required to 
arrest the bleeding. A larger quantity of plugs is 
required than in the earlier months of pregnancy, as 
the vagina is more roomy. To prevent the plugs being 
forced out, the thighs should be brought together. 
The midwife will generally succeed in stopping the 
bleeding by these means. Should the bleeding be 
renewed after a time, she must put in more plugs. If 
possible, she should allow the plugs to remain in until 
the arrival of the medical man ; but if medical assist- 
ance cannot be procured f9r a long time, and the 
bleeding has ceased for several hours, and the plugs 
are causing sharp bearings-down and pains in the 
pelvic, then the midwife may cautiously remove them 
for a time. If the bleeding should return, however, as 
soon as the plugs are removed, they should of course 
be replaced at once by fresh ones. 

§ 179. 

If labour has commenced, although the pains may be 
but weak, there should he no delay in plugging the 
vagina, even if the bleeding should be unimportant at 
the time ; for any pain might separate the placenta so 
far that, without such a protection, a furious haemor- 
rhage might come on that would threaten the life of 
the patient. Besides keeping the bleeding in check, the 
pains should be encouraged, so that the labour may be 
got over more speedily. If the midwife has plugged 
the vagina carefully, the bleeding will generally stop 
for a time, or at least abate to such a degree that she 
wiU be able to await the arrival of the medical man 
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without anxiety. If this is delayed many hours, and 
the plugging gives rise to pain, it must be removed, 
and, after the vagina has been washed out carefully 
with hot or cold water, replaced by fresh. 

§ 180. 

As the pains increase, and labour progresses, the 
bleeding often begins anew, notwithstanding the 
plugging of the vagina, rendering the packing-in of 
more plugs necessary. The midwife informs herself 
of the progress of the labour by carefully examining 
internally, after having first emptied the vagina. It is 
a bad sign if, now that the mouth of the womb is open 
wider, she can feel nothing but the placenta. If this 
is the case, nothing remains for her but to plug the 
vagina again, and tighter than before, in hopes of 
keeping the bleeding within bounds. If, on the other 
hand, she can feel the membranes at the edge of the 
placenta, and behind the membranes the head or breech 
of the child, she may hope that the case will end 
favourably. It is now of the greatest importance to 
strengthen the pains, as the bleeding is stopped with 
the greatest certainty by the pressure of the present- 
ing part of the child (see § 172). For this reason the 
midwife should persevere with the plugging of the 
vagina, until the child, forced down into the neck of 
the womb, stops the bleeding by its own pressure. If 
the pains are strong, the plugging is often expelled 
through the vulva, at the same moment as the mem- 
branes are ruptured. 

§181. 

The midwife should not rupture the membranes in 
order to favour the descent of the head or breech ; 
for in case the hoped-for result does not follow, the 
situation is rendered more unfavourable, both for 
mother and child, than if the waters had not escaped. 
If the membranes have been ruptured, the vagina 
should not be plugged again, as it is no longer in a 



138 HANDBOOK OF MIDWIFERY 

condition to stop the bleeding, and, should it continue, 
plugging would only lead to the accumulation of a large 
quantity of blood within the half -emptied womb. If, on 
the other hand, the membranes have given way of them- 
selves, bearing- down pains are generally present, by 
which the haimorrhage is checked. If the pains are not 
strong enough, and it is desirable to hasten the advance 
of the child, the womb can be excited to stronger con- 
traction by firm rubbing of its base. This may be 
done if the head or breech is presenting. Where one 
or both feet present, however, it or they should be 
drawn down through the vagina, until the buttocks 
enter the mouth of the womb. When they have got 
thus far the bleeding generally stops, and the further 
expulsion of the child may be left to nature. 

§182. 

If the case is a cross-birth, the membranes should, of 
course, be preserved unruptured until the arrival of the 
medical mxin, if possible, as it will be much easier for 
him to perform the necessary operation of turning 
before the waters have escaped. A cross-birth is all the 
more difficult for the midwife, seeing that she cannot 
depend on the pressure of the presenting shoulder to 
check the hsemorrhage. Early medical aid is doubly 
necessary in such a case as this. For this reason she 
should make a careful external examination very early, 
to ascertain the position of the child, that there may 
be no delay in calling in assistance. The midwife 
ought to know that even when the head presents the 
pains may be weak and the head may fail to descend, 
and in this case the hsemorrhage is, of course, likely 
to continue. Turning is then the safest mode of 
delivery both for mother and child. Turning can be 
performed earlier here than usual, as the soft condition 
of the neck of the womb allows the easy passage of 
the hand into the womb, even although the mouth 
may be but little dilated. Bearing this in mind, it 
will be clear to the midwife how blameworthy she will 
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be if she does not do everjrtlimg that can be done to 
procure the timely aid of a medical man. 

§183. 

Aftejr the hirth of the child, the midwife mvst watch 
over the uterine contractions with special care (see § 120), 
as the lower part of the womb, to which the placenta 
was attached, does not contract as firmly as the rest. 
For this reason, and for fear of flooding, she should 
give a hot water vaginal injection as soon as she has re- 
moved the after-birth, and she should further take care 
that her patient is kept perfectly at rest. 

§184. 

If the patient becomes excessively weak from loss 
of blood, and no medical man is present, the midwife 
should make use of the means mentioned above 
(§ 169) to revive her. 

§185. 

Even when the placenta is attached to the proper 
part of the womb, bleedings may arise in the later 
period of pregnancy from premature separation of the 
placenta^ and this separation of the placenta may arise 
from causes similar to those operating in the earlier 
period of pregnancy. These cases are rare, however. 
Such haemorrhages occur more frequently during 
labour ; they will therefore be considered more fully 
when we speak of Irregul&x Labour. 

§ 186.. 

As a rule, however, premature labour, with regular 
situation of the placenta, runs much the same course 
as labour at full term, except that the period of dila- 
tation is generally Idnger, for the reason that the neck 
of the womb has not undergone the usual preparation. 
In a premature labour of this kind, therefore, the 
midwife must act much in the same manner as with 
a labour at full term. If the after-birth is long in 
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coming — ^and it not unfrequently is so — ^she must 
follow the rules that will be laid down further on. 
The bringing-up of a premature child requires great 
care; in particular, it requires a deal of external 
warmth to preserve it. 



CHAPTER III. 

UTERINE DISCHARGES DURING PREGNANCY. 

§187. 

Watery, or watery discharges mixed with blood, 
coming from the womb during pregnancy, are more 
rare than discharges of blood alone. 

In some women, even in the first months of preg- 
nancy, a watery fluid, or one tinged with blood, escapes 
from the genital organs and stiffens the linen. In 
more advanced pregnancy, the discharge comes on in 
gushes, and in greater quantity, either after a feeling 
of pressure and distension within the womb, which 
disappears after the discharge has escaped, or, it may 
be, followed by slight labour-like pains. This fluid, 
which is different in character from the vaginal mucus, 
as well as from urine, is a secretion from the diseased 
decidual membrane, which accumulates up to a certain 
quantity between the layers of the decidua, and is 
then expelled in the manner stated. If the secretion 
is very copious, the woman, of course, grows weaker : 
frequently she miscarries. For a pregnant woman 
suffering from such discharges, the midwife should 
enjoin great carefulness, and the avoidance of every- 
thing injurious that might cause a separation of the 
ovum (see § 160). For the rest, she should refer her 
to a medical man. 

§188. 

In other cases, frequent and mostly copious bloody 
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watery discharges set in from the third to the fourth 
month, with which are associated discharges of pure 
blood. These discharges generally depend on some 
degeneration of the ovum, in which after the death of 
the child the tufts of the chorion are transformed 
into little bladders varying in size from a millet- 
seed to a bean, and filled with a shiny liquid. The 
little bladders are joined to one another by a thin 
stem, and they look not unlike bunches of grapes or 
strings of beads. Such a degenerated ovum is called 
a hydatid mole, because it is formed of little bladders, 
or cysts, resembling those formed in various parts of 
the body by hydatids, a species of minute animal in- 
festing the bodies of other animals. It is a shapeless 
soft mass, of the size of a child's head, or larger, con- 
sisting either altogether of these little bladders, or of a 
firmer, more solid mass, mixed up with clots of blood, 
and frequently surrounded wholly or in part by layers 
of clotted and discoloured blood. Usually no trace of 
the child is to 1:)0 found, or at most nothing but some 
shrivelled remains. This degeneration can only be 
a^ertained with certainty when some of the little 
bladders come away, or can be felt within the mouth 
of the womb. The condition should be suspected, 
however, when, along with the discharges mentioned, 
there is an unusually rapid enlargement of the womb, 
this enlargement being partly the recent rapid growth 
of the cysts, and partly of internal bleeding, and when 
in the latter half of pregnancy, notwithstanding the 
uterine enlargement, no part of the child can be felt, 
nor any movements, nor heart-beat. Pains generally 
come on before the regular end of pregnancy, and the 
grape-like mass is expelled, accompanied by copious 
haemorrhage, either at one time or piecemeal. 

On account of the great danger the patient is in 
from the rapidity or duration of the bloody discharges, 
the midwife must see at once to a medical man being 
called in, and in the meantime observe the rules laid 
down in the preceding chapter on Premature Labour. 
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CHAPTER IV. 

SWELLING OP THE LOWER EXTREMITIES, AND ENLARGE- 
MENT AND KNOTTING OF THE VEINS ON THE LEGS AND 
EXTERNAL GENITAL ORGANS DURING PREGNANCY. 

§ 189. 

In the later months of pregnancy, swellings of the 
legs and feet frequently come on ; the skin covering 
the swollen parts is stretched, glistening, and white ; 
on pressing with the tip of the linger, a depression or 
pit is left, which fills up gradually and somewhat 
slowly when the finger is removed. More rarely, the 
swelling spreads up the thighs, and affects even the 
external genital organs, especially the labia. In lying 
down, when of course the blood can drain off to the 
heart more readily, the swelling diminishes, and it is 
for this reason that the swelling is better on getting 
up in the morning. The midwife should advise the 
pregnant woman to lie down from time to time during 
the day, to avoid exertion, and particularly long 
standing, and to keep the bowels regularly open. If 
the swelling is great, the legs should be bound with a 
flannel bandage from the feet upwards. 

§ 190. 

It is very much worse when the swelling extends 
over the upper part of the body, where it is specially 
to be seen in the hands and face. The swelling of 
these parts diminishes in the upright position, and 
therefore — just the opposite of the swelling in the legs 
— is most striking on getting up in the morning. In 
this case the midwife must see that medical aid is 
procured at once, as the cause of this swelling is most 
likely a disease of the kidneys, in which the quantity 
of urine is diminished, and which may easily be 
followed by serious attacks, particularly general con- 
vulsions. (See § 257.) 
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§ 191. 

In some rare cases the swelling of the external genital 
organs inflames, and the parts become hard, hot, red 
and painful ; added to this, there is general feeling of 
being unwell, and fever. Here medical aid is urgently 
needed, as the inflammation may go on to mortification 
of the parts. Previous to the arrival of the medical 
attendant, the midwife should order the patient to be 
kept in bed, with the hips somewhat raised, that the 
swelling may be protected from pressure, and a waim 
soothing application, such as a bag of hot bran. 

§192. 

In many pregnant women, the veins of the legs and 
external genital organs swell and widen. These en- 
larged veins are seen in part as fine bluish-red mark- 
ings in the skin, in part as thicker bluish cords lying 
beneath it, or as firmer distinct prominences — the so- 
called knotted or varicose veins. They generally feel 
soft to the finger, are easily pressed down, but spring 
up again immediately the finger is removed. They 
are usually found on both sides, but are generally 
worse on one side than on the other. Many women 
clearly have a special tendency towards these enlarge- 
ments of, the veins, for they get them in their very 
first pregnancy, and often in an early period of that, 
whilst others may escape all their lives, and yet bear 
many children. If the mode of life is suitable and 
quiet, they are but rarely the cause of any difficulty, 
and then it is but for a time. But if the sufierer has 
to iindergo severe bodily labour, and particularly if the 
work requires much standing, the obstruction to the 
circulation causes the veins to be excessively stretched 
and distended, and then they get very painful. The 
irritation then spreads to the surrounding parts ; these 
begin to swell, and patches of inflammation of greater 
or lesser size spring up by the course of. the distended 
veins mostly; and these, if too long neglected, may 



144 HANDBOOK OF MIDWIFERY 

become dangerous by discharging matter, or offensive 
dirty bloody water. 

A rare, but very critical occurrence, is the bursting 
of a varicose vein — through straining, for instance. 
The outer sldn is generally very thin, and if this also 
gives way, it gives rise to a rapid loss of blood. If 
the outer skin remains uninjured, the blood poured 
out beneath it forms a tumour, which gradually 
becomes darker and darker. 

§ 193. 

The midwife gives the same advice to a pregnant 
woman suffering in this way as to one suffering from 
swelling of the feet (see § 189), for both affections 
are made worse by the same causes. If the veins are 
much swollen, an elastic stocking should be recom- 
mended, or at least the daily careful bandaging of the 
leg from the toes upwai*ds. This is very important. 
If a scab begins to form on the skin, already thinned, 
the danger of bursting is great, and therefore double 
caution and rest are necessary. 

If the affected parts become very painful, and begin 
to swell round the veins, and get hot and tender, the 
patient must lie down, and make use of cold water 
bandages. If this is done, improvement generally sets 
in at once. If this should not be the case, however, 
and if in addition the patient should feel unwell, a 
medical man should be called in. 

If a varicose vein should burst, a medical man should 
be fetched at once. If the bleeding is external, the 
midwife should try to stop it by pressing her finger 
over the bleeding point, or by soaking a pad of linen 
in vinegar and water and binding it tightly over the 
spot ; or a penny may be folded in a bit of linen or 
calico, and bound tightly on. If the blood is poured 
out under the skin, cold water bandages should be 
applied. 
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CHAPTER V. 

RUPTURES IN PREGNANT WOMEN. 

§194. 

Occasionally, a fold of intestine or a piece of omen- 
tum is forced through an opening in the abdominal 
walls, forming a more or less elastic tumour — a rup- 
ture. The opening through which it comes may be 
one of the natural openings, made weaker and wider 
by disease ; or it may be an entirely new one. Accord- 
ing to their situation, we distinguish four kinds : 

1. Inguinal rupture, that forms just above one of the 
labia, and sinks down into it as it grows larger. 

2. Femoral rupture, forming a little more outwards 
than the other, more over the thigh. 3. Umbilical 
rupture, forming in or close to the navel. 4. Abdominal 
rupture, forming elsewhere than in the three preceding 
kinds, usually in the white line. 

When the patient is lying on her back, these swell- 
ings disappear of themselves, or on veiy slight pres- 
sure, the contents going back again into the abdominal 
cavity ; they return, however, on standing up, or when 
the sufferer coughs or presses down. 

If a pregnant woman has such a rupture, the mid- 
wife should direct her to a medical man or a surgical 
instrument maker, who will fit on a proper truss, to 
keep the rupture from coming down. Without such 
a support there is danger of the rupture becoming 
strangidated. It will then get painful, and cannot be 
pushed back as usual ; obstruction of the bowels comes 
on, and vomiting, and if medical aid is not quickly 
procured, the parts mortify, and the death of the 
patient is the result. 

§ 195. 

Inguinal and femoral ruptures disappear of them- 
selves about the fifth month of pregnancy, for the 
reason that the rising womb forces the intestines and 

10 
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omentum, that lie behind the openings, upwards (if 
these parts have not grown to the sac of the rupture), 
and closes up the openings. When this is the case, it 
is well to lay the truss aside, as it is not only un- 
necessary now, but it often no longer fits, and causes 
injurious pressiu-e. 

Umbilical and abdominal ruptures occasionally com- 
mence during pregnancy, or enlarge at this period. 
They sometimes cause great inconvenience, especially 
umbilical ruptures, which may become strangulated if 
the patient is not careful. 

Pregnant women who suffer from rupture should 
be particularly careful about keeping the bowels open 
regularly; they should avoid indigestible and windy 
food, and be very cautious in any heavy work. If the 
rupture does not disappear in the course of the preg- 
nancy, or if it increases, the midwife should strongly 
advise her charge to see a medical man. If symptoms 
come on that would lead one to fear strangulation of 
the rupture, the midwife must demand that a medical 
man be called in as quickly as possible. Until his 
arrival the patient should lie still in bed, and take 
nothing but liquid nouiishment. 



CHAPTER VI. 

VOMITING IN PEEGNANCY. 
§196. 

Nausea and vomiting have already been spoken 
of as about the commonest disorders of pregnancy. 
Vomiting can often be kept within bounds by a cau- 
tious manner of living, and by a careful choosing of 
the food and drink — ^a thing every woman ought to 
pay attention to. {See § 69.) If the vomiting is sevjere, 
coming on nearly after every meal, and 3 between 
meals she is constantly tormented with nausea and 
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salivation (excess of spittle), the midwife must urge 
her to call in a medical man, before her strength has 
suffered too much. Sometimes the vomiting depends 
on some disorder of the womb, or of the neighbouring 
parts within the pelvis — for example, a strangulated 
rupture {see § 194), and can be relieved by the cause 
being removed. In other cases great poorness of the 
blood is the cause, and here again the medical man 
can help. 

Vomiting may prove fatal by its violence and long 
continuance. As soon SiS fever is added, pains arise in 
the region of the stomach, and wasting and exhaustion 
advance steadily. This result must be feared Prema- 
ture labour, usually after the child is dead, sometimes 
saves the patient's life, but not always. Amongst the 
means the midwife can make use of temporarily to 
stop the vomiting, in the absence of the medical man, 
the following are the most effective : perfect rest to 
the patient, as any movement increases the stomach's 
irritability ; laying several thicknesses of folded blot- 
ting-paper soaked in rum upon the pit of the stomach, 
and the sucking of pieces of ice. A tablespoonful of 
good wine is sometimes useful, but it cannot always be 
borne. [I should . recommend the midwife to try a 
teaspoonful of cold water, or soda-water, every ten 
minutes, and a mustard plaster over the pit of the 
stomach, taking care to keep the patient's head as low 
as the rest of the body, or even lower.] 



CHAPTER VII. 

THE DEATH OP THE FCETUS DURING PREGNANCY. 

§ 19T. 

The foetus may die at any period of pregnancy. 
The death of the fostus may be suspected when all its 
movements cease, and the heart-beat cannot be heard 
anywhere; if the pregnant woman gets a more or 
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less severe attack of shivering; if she experiences a 
feeling of weight and cold in the lower part of the 
belly; if the womb does not increase in size, and 
the breasts become soft. Yet aU these signs are de- 
ceptive, and the midwife must be careful of speaking 
out her suspicions ; least of all should she terrify her 
patient by incautious and anxious expressions. If, 
in addition to the above-named signs, the health of 
th^ mother should suffer, a medical man should be 
consulted. 

§ 198. 

As long as ths membranes are iminjured, and air 
cannot enter the womb, the dead child does not become 
putrid ; but all the parts, with the exception of the 
bones, undergo a gradual softening, on the outside from 
the waters, on the inside from the serum or red water 
of the blood, which after the stoppage of the circulation 
oozes through the walls of the blood-vessels. In the first 
weeks of pregnancy, a dead fcetus may be completely 
disvsolved in this way. If it is older, the softening shows 
itself first in the outer layer of skin, which separates 
from the underlying blood-red true skin. Later on, 
the parts uniting the bones of the skull soften to such 
a degree that the bones can be moved freely under 
the scalp; tihe belly becomes more and more dis- 
tended by fluid collecting in its cavity ; the navel cord 
and placenta become shrunken and soft. The mem- 
branes hold out longest of all ; they therefore generally 
give way only during labour. The waters are dis- 
coloured and turned to a green or brown by being 
mixed with the motions of the child, cast-off skin, and 
the watery parts of the blood. They are of an acrid 
character. 

In other cases the fcetus dies and shrivels up within 
the womb, the waters being diminished in quantity. 
This does not often happen in a simple pregnancy, 
but more frequently in cases of twins, where the dead 
foetus is retained within the wemb by the side of a 
living one. 
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§199. 

A foetus that has died during pregnancy is usually- 
cast off quickly; it is rarely retained a few weeks. 
During the labour the midwife should give just as 
much attention as with a living child, as the signs of 
the death of the foetus are always uncertain. The 
labour is frequently lingering, through weakness of 
the pains. 

If the child is supposed to be dead, and labour 
does not come on, a medical man should be applied to, 
even if the mother is quite well. 

Under all circumstances, the midwife should urge 
the speedy calling-in of a medical man if the waters 
break, and no pains come on, or if they are too weak 
to do any good ; for as air has now free access to 
the child, it quickly becomes putrid, and it is very 
dangerous to the mother to have any decomposing 
substances in her womb (see § 312). 



CHAPTER VIII. 

PREGNANCY OUTSIDE THE WOMB (EXTRA-UTEEINE 

pregnancy). 

§ 200. 

Extra-uterine pregnancy takes place when the 
impregnated ovum develops in the ovary, or in one of 
the Fallopian tubes, or in the abdominal cavity. It 
can grow for a time in all these cases. It is only 
rarely that the ovum continues to develop beyond the 
fifth or sixth month, and then only in abdominal 
pregnancy, and it is an exceptional thing for the 
pregnancy to go on to the full term. 

It is very difficult to make sure about such a preg- 
nancy. At the commencement the ordinary signs of 
pregnancy are observed. The monthly flow usually 
ceases, but occasionally an irregulai* discharge of blood 
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takes place sooner or later. The womb increases in 
nize during the first month, and the breasts generally 
swell a little. If the ovum goes on growing as far as 
the second half of pregnancy, the different parts of the 
foetus may be distinguished, and its movements felt, 
sometimes more plainly, sometimes less so, than usual, 
and the foetal heart-sounds can also be perceived. On 
the other hand, the uterine murmur cannot be heard. 

§201. 

If the ovum develops in the ovary, or in a Fallopian 
tube, occasional sharp pains come on in the lower part 
of the abdomen, from the second month, in conse- 
quence of the distension these parts undergo from the 
growing ovum. Often as early as the end of the 
second month, more frequently in the third or fourth 
month, rarely later than this, rupture of the ovary or 
Fallopian tube takas place. This is accompanied by 
great and increased pain^ and symptoms of internal 
bleeding^ blanching and coldness of the skin, and 
great prostration even to fainting. The violence of 
the bleeding may cause death in a few hours. If the 
bleeding is not so great, death usually follows in con- 
sequence of inflammation of the membrane lining the 
abdominal cavity and intestines (peritonitis, or inflam- 
mation of the peritonaeum). In some fortunate cases 
the patient may recover even ; the ovum shrivels up 
in the abdominal cavity, whilst from the womb a dis- 
charge makes its exit similar to the lochial discharge, 
mixed with shreds of decidua. 

If, therefore, a midwife is in attendance on a preg- 
nant woman about the periods mentioned above, and 
violent attacks of pain come on in the lower part of 
the abdomen, she must bear in mind the possibility of 
an Ovarian or Tubal Pregnancy, and urge the imme- 
diate calling-in of a medical man, especially if signs 
of internal haemorrhage show themselves at the same 
time. To keep the bleeding within bounds as much 
as possible, the patient should keep perfectly still in 
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bed ; cold wet cloths should be applied to the lower 
part of the abdomen, or a bladder half JUled with 
pounded ice ; and if the exhaustion is extreme, nourish- 
ment should be given in the manner mentioned in 
§ 169. 

§ 202. 

When the membrane surrounding the ovum is 
developed from the ovary or tube, it is very rarely 
capable of the distension required for the further 
growth of its contents, as it generally is in abdominal 
pregnancy. In the latter case the ovum, surrounded by 
its coverings, lies in the true pelvis behind the wombf 
which is forced forwards and upwards as it grows. 
Then arise the same disorders that accompany dis- 
placement backwards of the pregnant womb, and the 
one condition is distinguished from the other princi- 
pally by the condition of the base of the womb, as 
it is ascertained externally above the pubic bones {see 
§ 150). In the later months of abdominal pregnancy, 
when the ovum is almost altogether above the pubic 
bones, w> .n the foetal movements and heart-sounds, 
plainly distinguished, leave no doubt as to the case 
being one of pregnancy of some kind, then the most 
weighty sign of abdominal pregnancy is to be able to 
grasp the base of the empty womb about a hand- 
breadth above one or other branch of the pubes with 
one hand, and with the other hand in the vagina to 
lay hold of its lower part and move it between the 
two. 

§203. 

Sometimes the ovum reaches maturity in the abdo- 
minal cavity without any particular disturbance of the 
health of the patient. At the end of pregnancy pains 
come on, which, however, have no eflTect in advancing 
the labour. The midwife now finds the vaginal portion 
of the womb close behind the pubes, the external mouth 
closed, or nearly so. No bag of waters is to be felt 
within it ; nor can any part of the child be reached, or 



152 HANDBOOK OF MIDWIFEBY 

if it can, it is through the posterior vaginal arch — 
behiyid the womb, TJie pains graduaUy ceasCf tJie child 
dies, and a slimi/ discharge escapes /ram the womb, with 
shredBof decidual membrane intermingled. Much more 
frequently, however, the child dies at an earlier period 
of the pregnancy. The happiest termination of abdo- 
minal pregnancy is that in which, after the death of the 
child, the waters gradually disappear, the membranes 
contract round the shrivelled remains of the child and 
placenta, till at last all becomes changed into a peculiar 
heavy mass, called by the Germans a Steinkind 
(stone-child). Such a mass may be retained within the 
abdominal cavity — with more or less disagreeableness 
— for years ; a new pregnancy may even go on with the 
remains of the old still in the body of the mother. 

It is worse when the /cetal coverings take on inflam- 
mation. The inflammation may be fatal from its 
violence. More frequently it is slower in its course, and 
then as a rule the coverings suppurate (matter i« 
formed), especially if the patient does what is improper 
under the circumstances; the parts adjoining the cover- 
ings take part in the inflammation, and the matter is 
discharged either outwardly through the abdominal 
walls, or inwardly into the intestines, bladder, or 
vagina. The ovum, completely disorganized, gradually 
escapes in this way piecemeal. These processes are 
always associated with a long and dangerous illness, 
yet recovery is possible. 

It scarcely need be stated that if a midwife sus- 
pects exti-a-uterine pregnancy, medical assistance 
should be procured at once. 



SECTION II. 
IRREGULAR LABOUR. 

§204. 

All the possible deviations from the regular course 
of labour will not be considered separately in this 
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section, but principally those it is important for the 
midwife to have a knowledge of, on account of the 
frequency of their occurrence ; or because the midwife 
can guard against them ; or because it is important 
that they should be recognised early, and medical 
assistance sought ; or, finally, because the midwife 
herself can render more or less adequate assistance in 
the absence of a medical man. The rarer irregularities, 
which are only just pointed out here, will be easily 
recognised by the midwife as deviations from natural 
labour when once she has become thoroughly familiar 
with its regular course. In every case in which an 
unusual condition of things is found, it is the duty 
of the midwife to seek the assistance of a medical man. 
The causes of irregular labour lie either in the m>othery 
in the fobtuSy or in the other parts of the ovum. 



I.—IRREGULAR LABOUR DEPENDING ON THE MOTHER, 

CHAPTER I. 

IRREGULAR PAINS. 
§205. 

Pains are irreguh/r when they are either too strong, 
too weak, too painful, or when they are spasm>odic. 
Pains that are too painful and spasmodic are irregular 
under all circumstances. But weak or strong pains 
can only be called irregular when they are not pro- 
portionable to the resistance to be overcome — that is, 
when they are not strong enough to overcome the 
resistance, or when they are stronger than is required 
for that purpose. With the exception of the pains 
that are too strong, they are all characterized by one 
common symptom — that is, they either do not help 
forward the labour at all, or not sufficiently. 
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1. Too strong 'pains, 

§ 206. 

We call the pains strong when they follow one another 
quickly, and last long, and are accompanied by sharp 
pain and forcing, and when, whilst they are on, the 
womb becomes distinctly but uniformly hard. The pains 
are too strong when they are either distinctly stronger 
than the case requires, or when the violence of the 
uterine contractions reaches such a height that they 
become in themselves dangerous to mother and child. 

Many women have excessively strong pains, even 
from the commencement of every labour, without any 
apparent cause. In others, the pains reach this height 
during the course of labour in consequence of the 
greatness of the resistance — for example, from narrow- 
ness of the pelvis. 

§207. 

If the position of the child is favourable, and neither 
the pelvis nor the soft parts, as is usual in those who 
have borne children, offer any special resistance, the 
effect of too strong pains is undue rapidity of labour. 
This occurs the more easily if at the same time the 
child is small. If the womb has been emptied suddenly, 
it often contracts but incompletely, whence there is risk 
of flooding, or even inversion of the womb. {See § 349.) 
Moreover, in consequence of the rapid emptying of the 
abdominal cavity, the blood rushes violently from the 
other parts of the body into the blood-vessels of the 
abdomen, and a faint may be the result. 

In first-child cases, if the strong pains force the 
child through the neck of the womb and the perinseum 
before these parts are prepared, they are more or less 
wounded. But if the resistance opposed by the pelvis 
is so great that these strong pains cannot overcome it, 
then there is danger of rupture of the womb, or of the 
womb being torn away from the vagina, unless ex- 
haustion comes on first. (AS'ee §§ 232, 233.) 
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§208. 

The child necessarily suffers from the disturbing 
influence of strong and almost imintemipted uterine 
contractions (see § 86), and in consequence frequently 
comes into the world apparently dead, or even dead in 
reality. 

If the pains are too strong, the midwife must insist 
on a medical man being called in under all circum- 
stances, even if he cannot be on the spot until after 
the labour is over, as will generally be the case unless 
the pelvis is narrow. What the midwife can do in 
moderating the pains, and warding off the effects of 
the violence of them, is as follows : she lets the patient 
lie flat and quiet on her side ; she forbids all bearing- 
down and holding of the breath, and removes all sup- 
ports from the hands and feet; she supports the 
perinseum carefully in the usual way without wishing 
to keep the head back by violence ; when this is born, 
she tries to prevent the too rapid passage of the but- 
tocks by moderate pressure, prolonged until a new pain 
comes on, whilst at the same time the other hand is 
placed on the base of the womb, whereby she watches 
over its contraction. 

2. Too feeble pains, 

§ 209. 

The midwife recognises the pains as weak by their 
coming on at long intervals, by their being very short, 
but slightly painful, and of little effect in furthering the 
labour. Whilst they are on, the womb shows but Httle 
hardness and tension, and in the intervals it relaxes 
completely. The pains are too weak either when they 
are altogether unable to overcome the resistance — t.e., 
bring the child — or not able to do so as quickly as 
special circumstances render it necessary. 

The pains are frequently weak all through the 
labour. This is principally the case in very young or 
elderly women with their first child, in women who 
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have been brought low by sickness, distress, and cares, 
or who have had repeated hard labours. There are also 
many women, otherwise healthy, whose pains are weak 
in every labour. If there is too great distension of the 
womb by excess of waters, or twins, there is generally 
some weakness of the pains. 

Frequently the pains become weaker during the 
course of a labour because the patient has exerted 
herself by assisting (that is, bearing-down and straining 
voluntarily) too early, and when it has been of no use. 

If there is some obstacle to the expulsion of the 
child, such as narrowness of the pelvis, or unfavour- 
able position or attitude of the head, etc., the pains, 
although they may have been strong at first, sometimes 
gradually grow weaker, because the strength of the 
womb has been exhausted by the resistance. 

§210. 

If the position and attitude of the child are right, 
and the genital passages are of proper width, weak 
pains are of no importance in the period of dilatation 
so long as the membranes are entire, as delay under 
these circumstances is injurious to neither mother nor 
child. In cases of irregular presentation, or of narrow 
pelvis, such as require the calling-in of a medical man, 
weakness of pains in this period of the labour is not 
associated with any special disadvantage. The mid- 
wife must make things as comfortable for her patient 
as possible ; she must not allow her to " assist," but 
should encourage her to be patient, and if the labour is 
very long, give her a cup of beef -tea or broth, or weak 
beer, or water with a little wine in it, now and then. 
If her patient is wearied, she must make everything as 
quiet as possible, so as to encourage sleep. 

§211. 

But the consequences of lingering labour are worse 
when the memhrcmea rupture too early, and the pains do 
not increa^se in strength, even although everything else 
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may be right. Instead of the smooth yielding bag of 
membranes, the hard uneven head of the child now 
presses immediately upon the lower part of the womb, 
and the longer this pressure lasts the more the womb 
is irritated. Just in proportion as the waters flow off, 
and the womb is emptied, and contracts closer and 
closer round the child, in like measure are the blood- 
vessels that run in the uterine walls compressed, and 
the inflowing of bright red arterial blood is checked ; 
the child fails to get its due refreshment in the 
placenta, until at last actual want of breath comes on, 
and it is in danger of being suffocated. The waters 
that still remain within the womb, especially if mixed 
with the curdy slime and dark motions of the child, 
may become putrid from the admission of air ; and if 
there are sores or wounds in the maternal genital 
passages, there is danger of blood-poisoning from the 
sores soaking up some of the putridity. 

Wherefore, if the membranes have ruptured too 
early, the midwife must endeavour to keep off the 
dangerous consequences of a lingering labour by 
strengthening the pains. This she seeks to do by 
the application of dry or moist heat over the abdomen 
(hot flannels, wet or dry) ; and if this fails, she must 
call in a medical man. 

§212. 

If the pains still remain weak after the rupture of 
the membranes, and complete dilatation of the mouth 
of the womb — ^that is, in the period of expulsion — the 
midwife must not delay too long to call in a medical 
man, and she must delay the less if much time has 
already been consumed. Sometimes she will succeed 
in improving the pains by changing the position of 
the patient, or by applying hot cloths to the external 
genital parts. In other cases, where the head is low 
down in the pelvis, the patient can supply the want 
of actual pains by bearing-down with the abdominal 
muscles, and this the midwife must tell her to do. 
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and show her how. The midwife must pay particular 
attention to the sounds of the child's heart; and if 
they become weaker and slower, medical aid must be 
procured at once. 

§ 213. 

If pains that have been good at first grow feeble in 
the period of expulsion, it is probably because the 
strength of the womb has all been spent in over- 
coming some obstacle. In this case the midwife must 
let a medical man be sent for without delay, especially 
if the patient feels wearied and done up. Until the 
arrival of the medical man, the midwife should cease 
all attempts to excite the womb to fresh contractions; 
she should rather spare her patient's strength, and not 
let her bear down, but keep her as quiet and comfort- 
able as possible, and give her a little broth or beef -tea, 
or wine and water, from time to time. 

We shall speak later on of weak pains in the after- 
birth period. 

3. Too painful pains, 

§ 214. 

Sometimes the uterine contractions are unusually 
painful, but at the same time short, and of no value; 
the patient feels the pain even at the commencement 
of the contraction, before the hardening of the womb 
can be felt outwardly: the degree of hardness does 
not correspond to the severity of the pain. This irre- 
gularity is observed principally during the period of 
dilatation in sensitive people, young and tender girls 
in their first labours. In these cases the midwife 
should see that her patient is lying in a comfortable 
position; she should forbid all bearing-down, cheer 
and calm her spirits by friendly encouragement, and 
make the needful examinations with as much tender- 
ness as possible. Hot cloths or other warm appli- 
cations should be applied to the belly. If these 
means do not quickly relieve, a medical man should 
be called in. 
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§ 215. 
As a rule, the womb is only sKghtly tender on gentle 
pressure during a pain, and between the pains not at 
all. Sometimes, however, during the course of the 
labour the womb becomes very sensitive to pressure ; 
the pains are tormenting, but useless. A narrow 
pelvis is most frequently to be blamed for this, in con- 
sequence of which the soft parts of the mother are 
liable to be much bruised. The temperature of the 
body Ls sensibly raised withal. In such a case medical 
aid is always necessary, and the midwife must bear in 
mind that in this case it is still niore improper to try 
to strengthen the pai7is, and encourage the patient to 
hear down, than in a case of uterine exhaustion. 

§ 216. 

The pains may be very tormenting, and yet useless, 
from distension of the bladder {see § 99). If the 
bladder is not quickly emptied, the painful uterine 
contractions become weaker and more useless, the 
eflfectiveness of the abdominal pressure is interfered 
with, and the labour comes to a complete standstill. 
Generally, if proper care is taken, the midwife may 
prevent any distension of the bladder (see § 106). If 
it should have taken place, however, and if, when the 
midwife first discovers it, the head is so low down 
that she cannot pass a catheter, a medical man should 
be called in at once, for the danger is not small, and 
is constantly increasing. 

4. Spasmodic pains, 

§217. 

Spasmodic pains are those in which the lower parts 
of the womb contract with umisual vigour y so that they 
are more powerful than the upper, or at any rate 
equal them, by which of course the expulsion of the 
ut&rine contents is hindered. All spasmodic pains are 
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painful to a high degree. Sometimes the patient is 
feverish under these circumstances, with a hot skin 
and great thirst ; more frequently, however, the face 
is white and pinched, and the skin cool. 

There are three kinds of spasmodic pains, 

SpasEu in the external mouth of the womb only 
comes on during the period of dilatation, principally 
in first labours. The mouth of the womb is painful to 
the touch, and contracts with every pain, instead of 
dilating. The patient complains of an unusually severe 
pain in the back (sacrum). The resisting mouth of the 
womb may be driven deep down into the pelvis by the 
presenting part of the child, and even torn. More 
rarely this spasm comes on after a part of the child 
has already passed through the incompletely dilated 
mouth of the womb, or rather after being forcibly 
drawn through, principally in breech and foot pre- 
sentations, after the extraction of the buttocks. 

Spasm in the neck of the womb and lower part of 
the body usually shows itself first during the period 
of expulsion. The patient feels intolerable pain in the 
back (sacrum) and over the pubes ; she cannot bear 
down, and tosses about in restless agony. Nor are 
the intervals between the pains complete periods of 
ease. By examining internally, the midwife discovers 
that, notwithstanding the apparent vigour of the 
pains, the mouth of the womb remains perfectly soft 
all through them, and that the presenting part of the 
child does not advance. External examination reveals 
the fact that during a pain the womb is flattened 
above the pubes, and unusually hard and tender, whilst 
the fundus is softer, or even distended like a ball. 
Even between the pains the tenderness and hardness 
above the pubes do not disappear completely. 

In the third and rarest kind of spasm, the so-called 
tetanus of the womb, the womb contracts rigidly and 
continuously, and with great pain, round the child, 
without, however, overcoming the resistance offered 
by the lower part. 
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§218. 

HecU spasmodic contractions are very rare. They are 
only observed after the escape of the waters, especially 
when they have escaped prematurely. Sometimes a 
chill from incautiously throwing off the clothes is to 
be blamed as the cause. More frequently, however,, 
they are caused by irritation of the mouth and neck 
of the womb from too frequent or roughly conducted 
examinations, by attempts to pass the hand into the 
womb, for the purpose of turning, before the mouth 
of the womb is sufficiently dilated, or by early and 
violent dragging at the child by the feet. Tetanic 
spasms of the womb scarcely ever occur but in cross- 
births, when assistance has not been given in proper 
time. 

§ 219.. 

As a matter of course, the midwife must avoid doing 
xnj/thing, when engaged at a labour, that may cause 
spasms of the womb. If they should come on, however, 
ihe must not delay to procure medical assistance, as 
she herself is in possession of no means of allaying 
,liein. For as long as the spasms last, labour is at a 
;tandstill, the patient is suffering the most agonizing 
)aiii, and the life of the child, which is always in 
langer by prolongation of the labour after the waters 
lave escaped, is here specially so, from the navel cord 
)eing exposed to violent pressure from the womb. 
Jntil the arrival of the medical mian, the midwife 
ihould proceed as she has been taught in § 214 in 
iases of painful contraction. She may also give rectal 
njections of strong camomile tea.. 

Uterine spasm in the after-birth period will be con- 
ddered later. 
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CHAPTER II. 

FAULTY POSITIONS OF THE WOMB DURING LABOUR. 

1. Leanings or Obliquity of the Wornb. 

§220. 

Two kinds of obliquity of the womb are distinguished, 
according as its fundus leans to one side or forwards. 

§221. 

When it leans sideways, the base of the womb will 
be felt from the outside to be leaning towards one 
side or the other, whilst the opposite side of the ab- 
dominal cavity is taken possession of by intestines. 
On examining internally, the mouth of the womb will 
be felt on the side opposite to that occupied by the 
fundus. If the midwife finds the mouth of the womb 
inclined towards the same side as the base, it indicates 
an irregular shape of the womb. This, however, is a 
very rare occurrence. 

§ 222. 

If the womb leans very much to one side, it may 
have an injurious effect on the labour. Thus, the 
breech of the child falling down to one side along with 
the base of the womb, the head, if not already fast in 
the pelvis, will advance towards the opposite side. It 
will thus happen that if the womb lies towards that 
side faced by the child's forehead, this part will be 
lower in the pelvis than the back of the head ; whilst 
if inclined to the side faced by the back of the head, 
this will be lowest {see § 267). It may even happen, 
if the head is still high and the walls of the womb 
are soft, that the head may be carried towards one 
side or the other, completely away from the pelvic 
inlet. 

§ 223, 

If the midwife discovers such a position of the 
womb during labour, she must make the patient lie 
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n the proper side — that is, on the side opposite to 
bat occupied by the base of the womb. For if a 
^oman in labour lies flat on her side, the base of the 
^omb, being the heaviest part, sinks down to the 
ide, and there is nothing in the abdominal cavity to 
ipport it, the mouth of the womb at the same time 
oing in the opposite direction, and thus the direction 
P the child's head in relation to the pelvic inlet is 
Itered. It is all the more necessary to put the patient 
Q her side if, on account of the faulty position of the 
^omb, the presenting part (see § 267) of the child has 
Iready taken a wrong direction or position. Usually 
lese measures succeed in rectifying the position of the 
omb, but if they do not, a medical man must be 
iUed in. 

§ 224. 

When the womb leans too far forwards, it is called 
hanging beUy, for the belly in this cage hangs low 
3wn over the pubes, and in a very bad case it may 
ren rest upon the thighs, not only when the patient is 
tting down, but also when she is standing up. The 
5ual cause of this condition is a too great yielding and 
»ftness of the abdominal walls, on which account it 

most frequently met with in women who have 
)me several children. We only find thi&condition in 
omen bearing their first child if the pelvic inlet is 
fcrrowed, and the womb in consequence is raised up 
[gher than usual, especially if at the same time the 
jlvis is very sloping, and the abdominal cavity of no 
:eat depth. In the higher degrees of hanging belly 
le womb is always bent a little near the internal 
orath, as the neck cannot rise up behind to the 
fcine degree as the base falls down in front. At 
le same time the anterior wall of the womb usually 
iilges out like a bag above the pubes. Along with 
le womb, the child itself hangs forward. The foetus 
lay sink so deep into the pouch formed by the 
iterior uterine wall, that the presenting part lies more 
L the pouch than over the pelvic inlet, and it can only 
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be reached internally by raising the womb above the 
pubes at the same time. 

There is no difficulty in recognising this condition 
SO long as the midwife carries out her external 
examination with the needful amount of observa- 
tion. With a pregnant woman whose womb is in 
its proper position, the midwife can lay her hand flat 
upon the pubes, and pass it upwards over the abdominal 
walls, without altering the direction towards which 
the palm of the hand looks ; but if the belly hangs 
down, she cannot do this without turning the palm 
more or less upwards first. 

§225. 

This pendulous condition of the belly becomes very 
burdensome in pregnancy on account of the painful 
feeling of dragging and tension in the abdominal walls, 
the frequent desire to pass water, the difficulty in 
walking, etc. To relieve this condition the midwife 
should recommend the wearing of a good binder, or 
abdominal belt with shoulder-straps or braces, which 
will rather grip under the belly, and raise it upwards, 
than press it forcibly backwards. 

§226. 

This condition of hanging belly in its higher grades 
may have a very injurious effect on the course of the 
labour if it is overlooked and neglected. Generally 
the pains are feeble from the beginning, and the mouth 
of the womb dilates slowly. The head remains high 
up above the brim of the pelvis, and does not com- 
pletely block up the pelvic inlet ; when the membranes 
rupture, therefore, the greater part of the waters escape, 
and an arm or the navel cord may easily slip down by the 
side of the head. After the rupture of the membranes, 
the pains are often insufficient to drive the head into 
the pelvis ; or it enters it in an unfavourable axial 
direction — t.e., with its face looking a wrong way, in 
which it cannot be moved further {see § 269). Then 
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the womb gets exhausted and becomes painful; the 
soft parts, bladder and vagina, lying between head 
and anterior vaginal wall, are too much crushed. 
The child suffers from the uterine contractions after 
the loss of the waters (see § 86). The danger, 
naturally, is greater in proportion as the pelvis is 
narrower. 

§ 227. 

In the meantime, if the pelvis is roomy, and other 
things are favourable, the midwife will be in a position 
to ward off the above-mentioned inconveniences by 
proper management. From the commencement of 
labour she places the patient flat on her back, puts on 
a good binder, and strictly forbids her to bear down 
in the least in the earlier stages of the labour. In the 
slighter cases this is sufficient to bring the womb and 
its contents into the proper position in relation to the 
pelvis, and the head accordingly enters in a regular 
manner. In the worst cases, however, especially if 
the pelvis be rather narrow, the midwife will not suc- 
ceed in this way. Here, as soon as the mouth of the 
womb dilates, and especially after the membranes are 
ruptured, she must place both her hands upon the 
abdomen, and lift the belly up, or press it back, during 
every pain, until the head has got into a proper 
position within the pelvis. When this has once taken 
place, no further help is needed. If this method of 
procedure, however, does not bring about the desired 
effect after being persevered in steadily for some time, 
a medical man must be called in. 

2. Falling of the Womb complicating Labour, 

§ 228. 

Falling of the womb during labour is one of the rare 
oomplications, and always requires the attendance of a 
medical man. Until his arrival the midwife should 
proceed as follows : she should lay her patient flat on 
her back or side, and forbid all bearing-doTTji ^xrcvxi^ 
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the pains. If the womb still lies inside the pelvis, she 
shoidd try to keep it back with her hand, first oiled. 
If a part is lying outside the external genitals, how- 
ever, it should be supported by a napkin dipped in oil, 
and provided with a hole for the mouth of the womb; 
the four comers are drawn under and over the thighs 
in a suitable direction. 



CHAPTER III. 

FAULTY CONDITION AND POSITION OF THE MOUTH 

OF THE WOMB. 

§ 229. 

Sometimes the mouth of the womb shows itself very 
unyielding during labour, and dilates with difficulty, 
without any apparent alteration of its structure. In 
other cases, the unyieldingness depends on some 
hardening, some old scar or improper union of parts, 
or cancerous disease. The pains are then very 
agonizing, and the patient complains of continual 
sharp pain in the back. If timely assistance be not 
given, the mouth of the womb is not unlikely to be 
torn ; the midwife must therefore seek timely aid from 
a medical man. Until his arrival she must keep her 
patient as quiet as possible, and forbid all bearing- 
down during the pains. 

§ 230. 
Not unfrequently the midwife finds at the com- 
mencement of labour that the child's head is already 
low down in the pelvis, but that it is still surrounded 
by the lower part of the womb, and that its mouth is 
very little dilated, that it is very high up and far back» 
so that it is difficult to reach with the finger. The 
first stages of labour are in this case very slow and 
painful. During the pains, at first, only the anterior 
wall of the lower segment of the womb is pushed down 
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by the child's head, and the mouth of the womb gives 
way more and more, backwards and upwards, without 
dilating. At last, after much labour, the anterior 
cervical wall withdraws itself from the head, the mouth 
of the womb gradually descends into the middle line of 
the pelvis, and dilates, often with surprising quickness. 
Sometimes, however, the anterior lip undergoes con- 
siderable swelling from being crushed up between 
the head and the anterior pelvic wall, and appears 
under the pubic arch as a blackish-blue tumour. 

§231. 

The midwife in this case also must let her patient 
lie flat down on her back or side, and not let her assist 
ihe pains. She should restrain herself from attempt- 
ing to dilate the mouth of the womb by pulling and 
dragging, or trying to put it right. If the labour 
proves unusually lingering, and disquieting symptoms 
come on, a medical man should be called in imme- 
diately. If the swollen anterior lip of the womb is 
forced down under the pubic arch, the midwife should 
press it back gently with her fingers, previously oiled. 



CHAPTEE IV^. 

RUPTURE OF THE WOMB AND VAGINAL ARCH. 

§232. 

Rupture of the womb is a rare but most dangerous 
complication of labour. It is generally caused by 
violent contractions, when the expulsion of the child 
is prevented on account of straitness of the genital 
passages, especially of the pelvis, or on account of 
unusual size of the child's head (water on the brain), 
or some faulty position of the child ; or the womb is 
ruptured, without any strong pains, if its structure 
has undergone softening or injury anywhere — for 
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example, from the pressure of a sharp ridge or point 
of bone in the pelvic inlet. Rough and violent efforts 
at turning or extraction of the child may also cause 
the misfortune. 

The rent almost always occurs in the neck of 
the womb, which has been stretched and thinned 
lengthways, after the internal mouth is withdrawn 
from the presenting part of the child {see § 80), 
whilst the external is jammed between the child and 
the brim of the pelvis. The child is then driven into 
the abdominal cavity, and soon dies from separation 
of the after-birth. The mother often dies, also, within 
the first twenty-four hours. 

The midwife should be on her guard against rupture 
if the pains are very violent, or the child makes no 
advance, or if the womb gets unusually painful and 
tender to the touch at any particular spot. 

§ 233. 

In other cases it is not the womb that gives way, 
but the vaginal arch, when a considerable portion of 
the ohild has passed through the mouth of the wombf 
but, on account of some resistance in the genital 
passages, can advance no farther. This is especially 
to be feared if the pelvis is narrow, and the external 
mouth of the womb has withdrawn from the child's 
head before this has entered the pelvis. In the same 
way, an attempt to push back a part of the child that 
has already passed the mouth of the womb, for the 
purpose of turning, may tear away the womb from the 
vagina. As in rupture of the womb itself, the child is 
here eocpeUed through the rupture into the abdominal 
cavity. Folds of intestines fall through the rent in this 
case more frequently than in rupture of the womb. 

§234. 

. At the moment the rupture takes place the patient 
frequently feels a cutting pain in the lower part of the 
belly ; she grows pale, is agitated, and in anxious fear ; 
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the room grows dark before her eyes ; she vomits, and 
breaks out into a cold sweat. In other cases the 
rupture takes place without any striking outward 
manifestation, and only a blanching of the face, a feeling 
of weakness — sometimes even a fainting fit — indicates 
the occurrence. As soon as the contents of the womb 
have escaped into the cavity of the abdomen, the pains 
break off at once. The midwife feels that the shape 
of the belly is altered ; she recognises parts of the child 
lying loose, just underneath the abdominal walls, and 
near them the empty, contracted womb. On examining 
• internally, she either finds that the presenting part of 
the child has altogether vanished from the pelvic inlet, 
or that it is now lying quite loose, and can be easily 
pushed back with the finger. At the same time some 
blood escapes from the vagina. It is only where the 
head is firmly fixed in the pelvis before the rupture 
takes place that an internal examination makes no 
revelations, and that no blood flows. 

Generally, the flow of blood from the torn wound 
is of no importance, and ceases as soon as the womb is 
emptied and contracted. If the rent does not go 
through the peritoneum, however, and the uterine 
contents do not escape, the haemorrhage may be more 
considerable. The blood either gathers under the 
peritoneal covering of the womb, and between the 
folds of the broad ligament, on the side of the rent, 
forcing them upwards, ^nd forming thus a tumour by 
the side of the womb that is usually very tender, or 
it sinks down between the bladder and vagina, and 
forms an equally tender and elastic tumour in front of 
the womb. 

§235. 

77ie most important part of the midAJoife^s duty is to 
discover the earliest signs that point to the possibility of 
CL rupture of the womb or of the vaginal a/rch, and then 
to send for a medical man at once, as- he will often be in 
a position to avert the threatened danger. She must, 
of course, avoid everything likely to facilito^ ^ t>ql^- 



170 HANDBOOK OP MIDWIFERY 

ture. If the misfortune Las occurred, she cannot 
fitly undertake anything of herself, but must procure 
medical aid as quickly as possible. She must warn 
her patient to keep as still as possible, and not to 
press and force down ; and if she gets very weak and 
faint, she should give her a little nourishment cau- 
tiously, as laid down in § 169. 



CHAPTER V. 



ILL-FORMED PELVIS. 



§236. 

The pelvis is ill-formed if too wide or too narrow. 

§237. 

The pelvis may be too wide throughout, or too wide 
only in one part — for example, at the inlet ; whilst in 
its other parts it may be of proper size, or even too 
narrow. The midwife is not in a position, however, 
to distinguish a pelvis that is too wide from one of 
ordinary width in a living woman, and at most can 
only suspect it from its efltects. A too wide pelvis is 
often the cause of descent or falling of the womb, or 
of a too hasty labour, even when the pains are not 
strong and the child not small, especially in women 
who have borne children, in whom there is least re- 
sistance from the soft parts. 

§238. 

The recognition of a pelvis that is too narrow is of 
more importance for the midwife. There are great 
varieties of narrowness, both in form and degree. The 
most frequent forms of narrow or contracted pelvis 
are the following : — 

1. The universally contracted pelvis, in which ^ 
the diameters are shortened equally, from one-third to 
two-thirds of an inch, rarely more. This is not found 
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in small and delicately built women only, but also in 
those of middle size, and even in big women. The 
midwife may suspect this deformity when she finds 
the hips unusually small in a pregnant woman other- 
wise well built ; and on examining internally, she is 
able to reach the promontory more easily than usual, 
and to follow the side walls of the pelvis with her 
finger farther backwards than usual {see § 60). She 
gains further information by observing the course of 
the labour. 

§239. 

2. The Jlat pelvis, which is principally narrowed at 
the pelvic inlet, and exclusively from before back- 
wards ; whilst from side to side it may be of ordinary 
dimension, or even more. The back and front measure- 
ment at the pelvic inlet may be shortened to 3| inches, 
but only exceptionally more than this. The cause of 
this contraction is that the sacrum is sunk down 
forwards between the hip bones, so that the promon- 
tory is brought nearer to the symphysis of the pubes. 
The greater the contraction, the more easily will the 
midwife reach the promontory internally; and on 
examining the side walls of the pelvis in the same 
way, she will convince herself that they curve out- 
wards in a proper manner. 

This deformity of the pelvis is not unfrequently 
met with in women otherwise well built who have 
never suffered from any disease of the bones. 

More frequently, however, it occurs in those who 
have suftered from rickets in childhood. The midwife 
may conclude that this disease was present in early 
life upon learning that her patient began to walk very 
late ; that her legs are crooked, or remarkably short, 
thick, and clumsy, or thin and lean; that although 
the hips are broad, the loins are drawn in, and the 
walk is waddling and unsteady. 

It sometimes occurs, but exceedingly rarely, how- 
ever, that this contraction of the pelvic inlet d^^-^^xA^ 
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upon the projection into the pelvis of the lower lumbar 
vertebrsB which have slipped down over the sacrum. 

§240. 

3. The universally contracted flat pelvis, in which 
the pelvic inlet is the part principally contracted, and 
that in its back and front dimensions, but in which 
all the other measurements are also below the usual 
standard. This form is rarely found except amongst 
those who have suflfered from rickets in childhood. 
The shortening of the distance from back to front 
at the inlet is often much more considerable here 
than in simple flat pelvis ; this diameter may fall to 
1 or 1^ inch, so that the promontory can be reached 
with the greatest ease. The cause of contraction of 
the other diameters lies either in the general small- 
ness of the bones of the pelvis which have been kept 
back in their growth, or more frequently in a con- 
siderable flattening of the side walls of the pelvis, in a 
narrowing of the pelvic ring towards the symphysis; 
therefore, when the midwife meets a case in which 
the promontory is considerably nearer to the sym- 
physis than usual, and when at the same time she can 
follow the side walls of the pelvis unusually far back, 
or plainly feel a flattening of them, or even a bulging 
inwards in the neighbourhood of the socket of the 
thigh-bone, she may assume with some degree of cer- 
tainty that it is a case of pelvic deformity of the kind 
we are now discussing. 

Of these forms of contracted pelvis mentioned 
above, the most frequently met with is the flat 
pelvis; next, the universally contracted flat pelvis; 
and, least frequently, the universally contracted 
pelvis. 

§241. 

The rarer forms of contracted pelvis may be men- 
tioned as follows : — 

The douhled-up pelvis. This form of pelvis is 
developed in grown-up people in consequence of a 
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disease called softemng of the hones, and which, like 
the gout, is accompanied by violent pain and lameness. 
The disease is only frequently met with in some 
localities, and mostly attacks women who have already 
had one or more favourable confinements, and gets 
worse and worse with every fresh pregnancy. The 
pelvis becoming softened, bulges inwards, as well from 
above and below as from the two sides. The pelvic 
outlet is generally the first to suffer. The branches of 
the pubic bones of opposite sides are sometimes brought 
fio near together that only one finger is allowed to pass 
between them. 

The opposite branches of the pubic bones also draw 
near to each other in the laterally (side to side) con- 
tracted pelvis. This is a very rare form of narrow 
pelvis, however. It is found in women otherwise 
well built in consequence of a bom narrowness of the 
sa<jrum, which has grown to the hip bones, or women 
who have a hump in the region of the lower lumbar 
or upper sacral vertebrae, the result of an earlier in- 
flammation of the bones of the spinal column. 

By exercising some care in the examination, such a 
considerable contraction of the pelvic outlet cannot 
escape the midwife's notice. 

It is more difficult to recognise the so-called funnel- 
shaped pelvis, of regular form and size at the inlet, but 
narrowing somewhat at the outlet. 

§ 242. 

Sometimes the pelvis is contracted so as to have a 
ttvist in it ; that is, the symphysis does not stand 
exactly opposite to the promontory ; upon one side of 
the promontory the side wall of the pelvis is flatter and 
less curved ; the pelvis in this half is narrowed. Slight 
degrees of this distortion are met with in women who 
liave suffered from rickets in childhood, moderately 
often in connection with the other changes of the 
pelvis. Higher degrees, developed as a result of bom 
narrowness of one half of the sacrum, or of an in- 
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flammation of the sacro-iliac articulation, or of the hip 
joint, and in which the sacrum and hip bone of the 
flattened side are grown together, are but rare occur- 
rences. 

§ 243. 

Finally, in very rare cases, the pelvis is narrowed 
by bony tumours, badly united fractures of the bony 
pelvis, or by tumours of the soft parts. In these cases, 
however, the obstruction is generally so great that it 
cannot be easily overlooked. 

§244. 

The passage of a full-grown child through a con- 
tracted pelvis will naturally be more or less difficult ; 
in some extreme cases it is even impossible. Apart 
from these extremest contractions, however, the degree 
of difficulty met with in labour does not depend on 
the pelvis only, but also on other circumstances — on 
the position and direction of the child ; in head pre- 
sentations, on the size, hardness, and especially on the 
position and direction of the child's head, which must 
be most suitable for passing through the particular 
form of the pelvis (see § 248) ; and, above all, on the 
character of the pains. From this it follows that in 
cases where the degrees of contraction are equal — ^yea, 
even in one and the same woman having a contracted 
pelvis — the labours run very different courses. 

§ 245. 

Even in pregnancy, contracted pelvis has an in- 
jurious effect, inasmuch as it produces a tendency to 
pendulous belly (see § 224). When the womb acfd 
child are high up in the abdomen, these removals of 
the child from its proper position and direction take 
place the more easily as the walls of the womb are 
loose and flabby, as is almost universally the case in 
those who have borne children, and especially in those 
who have had hard labours. For these reasons, breech 
and foot presentations, shoulder presentations, or pre- 
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lentations of the head with the navel cord, or an arm, 
a,re much more common in cases of contracted than of 
wide pelvis. 

In head presentations, the entrance of the head into 
the pelvis is rendered more or less difficult. At the 
commencement of labour, the midwife usually finds it 
still upon the pelvic inlet, above the inner mouth of 
the womb. The cervical canal hangs down empty into 
the pelvis, and is mostly distended and dilated by the 
fruit-bladder, which fills up more and more during the 
pains, without any perceptible advance of the head. 
If the membranes are not very tough, and at the same 
time yielding, they frequently rupture before the mouth 
of the womb is completely dilated ; the waters flow off 
in greater quantity than usual, owing to the high 
situation of the head, and the neck of the womb falls 
loosely before it. 

If the pelvis is only moderately contracted, the head 
of the chUd well shaped, and in the proper position for 
entering, the further course of the labour, so long as it 
is not artificially interfered with, will be decided by the 
character of the pains. 

§246. 

If the pains continue feeble, the labour will not make 
the least progress, however favourable the conditions 
above mentioned may be. If proper assistance be not 
now forthcoming, the waters will gradually all drain off; 
the soft parts lining the pelvic inlet will become more 
and more irritated by continual squeezing between the 
head and the pelvic brim ; the child wHl die and de- 
compose ; the pains wUl at last cease ; the patient get 
weaker and weaker ; fever will set in ; she will lose 
consciousness, and if help do not come, she may die 
undelivered. 

If the pains are powerful from the commencement, 
however, or if they gather strength after the rupture of 
the membranes, so long as the above-named favourable 
conditions are present, labour progresses slowly, the 
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4. 

head gradually descends into the pelvis (a tumour of the 
scalp being formed), again dilates the cervical canal^ 
the neck at the same time withdraws itself from off the 
head, and thus the labour may end without artificial 
aid, although it will be difficult, and attended by more 
or less crushing and bruising of the maternal soft parts, 
and of the child's head. 

Frequently, however, the womb gets exhausted 
sooner or later from its violent efforts, and delivery by 
art becomes necessary. 

If the disproportion between the size of the child's 
head and the area of the pelvis is so great that the one 
cannot enter the other, either because the pelvis itself 
is so small, or because a large and hard head is lying 
in an unfavourable position for entering, both mother 
and child are in great danger, from which nothing but 
speedy artificial aid can free them, and this not always. 
As may be supposed, weak pains can only form the^ 
fruit-bladder, dilate the cervical canal, and at last 
rupture the membranes, by which nothing is gained. 
(See ante,) But if the resistance provokes the pains 
to unusual violence, as it often does (see § 206), there 
is danger of the womb rupturing, or of being torn 
away from the vagina, if exhaustion does not come on 
first. (See §§ 207, 232, 233.) 

§ 247. 

The midwife will see by the foregoing how dan- 
gerous contracted pelvis may l^p to the mother ; how 
even death may ensue, before the labour is ended, by 
rupture of the womb, of the vaginal arch, or from 
sheer exhaustion. Even after the labour is over, if it 
has been very difficult, the patient sometimes dies 
within the first four-and-twenty hours, from exhaus- 
tion. But even in less severe cases the woman suffers 
from the labour, which has generally been prolonged, 
extremely painful, and accompanied by much bruising 
of the soft parts. Not unf requently, inflammation of 
the irritated parts, accompanied by violent fever, sets 
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Q in the first days of the lying-in period, or even 
)efore the labour is ended. The parts that are prin- 
ipally exposed to danger from long-continued and 
iolent pressure are the soft parts covering the pro- 
Qontory and the upper edge of the symphysis, whence 
hose loud complaints, even between the pains, of an 
ntolerable pain principally in the back, as if it were 
►eing broken in two ; whence also those frequent per- 
orations of the bladder, the vagina, the neck of the 
romb, that sometimes occur during labour, but more 
requently in the lying-in period, when the slough 
aused by the great pressure has separated. 

A further danger to the mother lies in this, — that 
fter the expulsion of the child the womb is so much 
xhausted that it does not contract completely, so that 
>pious bleeding takes place from the spot where the 
lacenta grew. 

The mortality among st infants during and afterlahour 
'■ greater even than amongst the mothers. It is true 
lat the injuries to the child's head are often grave, — 
imours of the scalp, with blood poured out under the 
an, crushings of the scalp, overlappings, bandings, de- 
pessions, and fractures of the bones of the skull ; but 
le greatest danger lies in the long duration of the 
.bour, especially — as is often the case — if the mem- 
ratnes have ruptured, and the waters almost completely 
rain off too early, and in the injurious consequences 
lat are inseparable from malposition of the child, 
id irregular presentations (which will be treated of 
ter on). 

§ 248. 

It is not enough, however, for the midwife to know 
18 baneful worfings of contracted pelvis in general ; 
le must make herself acquainted sUso with the special 
xjurions influences of at least the commonest forms. 
Vhen the child can pass at all, the pelvis is entered 
nd passed through (and this is especially true with 
6gard to the head) %n a certain course varying more or 
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less from the ordinary y and mainly dependent on the 
form of the pelvis. 

The universally contracted pelvis can, indeed, render 
labour difficult in the highest degree ; but generally, 
other things being favourable, the passage of the child 
is permitted. The head enters the pelvis with the 
back of the head foremost, the forehead being held 
back above the brim at the side. For this reason, the 
midwife, even early, finds the smaller fontanelle much 
deeper than the greater, sometimes so low that it 
occupies the exact middle point of the pelvis. The 
head is kept back in this way in all cases, as a rule, 
when the pelvis is narrowed from side to side, and it 
is well that it should be so, for then the long back and 
front measurement of the head does not fall into the 
shortened cross diameter of the pelvis, but rather into 
the axis. The opposite position — forehead presenta- 
tion — with this form of pelvis may be very destructive. 
As the contraction persists through the whole length of 
the pelvic canal, the expulsion of the child is a difficult 
matter to the very end. On this account the scalp 
tumour attains a considerable size, and the maternal 
genital passages not unfrequently swell during the 
labour. 

Neither, in the majority of cases, does the simple 
flattened pelvis, other things being favourable, offer 
any unconquerable resistance to the passage of the 
child. The head generally lies across, and the fore- 
head lower down than usual, the greater fontanelle 
more towards the middle of the pelvis, and easier to 
reach than the lesser, because the head is narrower 
near the coronal suture than at the prominent parts or 
tuberosities of the side-bones, as of course the narrow 
part wiU enter the shortened back and front diameter 
of the pelvis more easily and quickly than the broad. 
In the meantime there is plenty of room in the cross 
diameter of the pelvis for the back and front diameter 
of the head. The sagittal suture runs across farther 
back, and nearer the promontory than usual, as the 
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parietal prominence that lies farthest behind is held 
back above it, whilst the fore-lying prominence is felt 
behind the symphysis. The nearer the sagittal suture 
lies to the promontory, the greater is the want of pro- 
portion between pelvis and head. The head, driven 
down by strong pains, enters the pelvis in the follow- 
ing manner : the parietal bone that lies forward rests 
firmly against the horizontal branch of the pubes ; the 
one behind presses forwards into the sagittal sutui'e, 
and gets pushed under the bone in front, and thus 
gradually is pressed down on to the promontory 
(rotation of the head on its long back and front axis 
— see § 90) ; then, the sagittal suture still pointing 
across, the greater fontanelle begins gradually to rise 
up against the side of the pelvis, and the head descends 
on the opposite side (rotation of the head on its short 
— side-to-side — axis), until slowly or more quickly the 
head advances through the pelvic inlet, whereupon the 
back of the head turns forwards, and now the labour 
ends in the usual way, often with surprising quickness, 
if the pains keep up, and the lower part of the pelvis is 
roomy and of ordinary depth. The laboured entrance 
of the head into the pelvis is generally the cause of a 
scalp timiour being formed, which often reaches far 
down into the pelvis, and makes the labour seem more 
advanced than it really is. Th« midwife may recognise 
the actual advance of the head by the sagittal suture 
gradually getting farther and farther away from the 
promontory, and nearer to the middle line, and by the 
fact that at first she can reach the promontory with 
the extended finger, then only with the finger cuWed 
and at last not at all, the- hollow of the sacrum getting 
more and more filled up by the descending head. 

Much greater difficulties arise in universally con- 
tracted flat pelvis. The contraction here is not unf re- 
quently so great, that when other conditions are more 
favourable, a full-grown child cannot pass through the 
pelvis except piecemeal. In head presentations, the 
head generally remains a Lbng time movable above the 
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biim, and as the patient turns to one side or the other, 
so the greater or lesser fontanelle sinks the lower. 
Where the force of the pains succeeds in overcoming 
the difficulty, the actual entrance of the head into the 
pelvis almost always takes place with the back of the 
'iead in advance, as in universally contracted pelvis ; 
whilst, as in simple flat pelvis, the parietal bone that 
lies behind is held back above the promontory, and 
the sagittal suture runs across just in front of it. 

§249. 

In contracted pelvis, the midwife should proceed as 
follows : — 

Any pregnant woman whom she knows to have a 
contracted pelvis she should earnestly persuade to 
allow herself to be examined by a medical man socn 
after the first half of the pregnaticy has passed, so that 
the medical attendant may in advance take measures 
to ease the labour, and, if it be considered necessary, 
bring it on prematurely. 

In labour, a medical man must be called in as soon 
as the midwife lias discovered that the pelvis is con- 
tracted ; also in those cases where she only suspects 
a narrow pelvis, where, however, the period of expul- 
sion is dragging its slow length along, when the head 
does not advance, and a firm scalp tumour forms, she 
must cause a medical man to be called in. Of course 
she will do so if the presentation be irregular, or if 
any accident happen. 
»^ Until his arrival, the midwife must take special care 

to keep the membranes unruptured, especially if the 
presentation be irregular. In such a case as this, how- 
ever, even if the presentation be regular, a premature 
rupture of the membranes is a thing to be feared, as 
has already been mentioned ; for the head being so 
' high up, the waters escape more completely than usual, 

and the lower segment of the womb is then subjected 
to greater and less uniform pressure between head and 
pelvis than is desirable. The midwife must therefore 
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let her patient lie down at once ; she herself must make 
her internal examinations with great caution, forbid 
all straining and bearing-down, and generally speaking 
all careless movements, such as tossing about in bed, 
etc. On account of pendulousness of the belly, it will 
be generally necessary to apply a binder. For the rest, 
every care must be taken for the comfort of the patient. 
It is not necessary that she should lie all the time on 
her back ; she may be carefully placed on her side, and 
if the belly falls over too far, it should be supported by 
a pillow. With all this, the midwife must observe 
what position seems to be the best for the head as 
regards entering the pelvis, and for the pains, and in 
what the pain is most endurable. 

She must pay particular attention to the bladder, 
seeing that her patient empties it often, and feeling 
from time to time whether it is full or not. If it should 
be full, and the patient cannot empty it herself, the 
urine should be carefully drawn off with the catheter. 

Even in the period of expulsion, so long as the head 
has not fully entered the pelvis, she must admonish 
the patient to bear down but moderately during the 
pains, and not at all between them, although there is 
often a strong inclination thereto. It would be very 
dangerous to make the patient bear down with great 
force at this period. 

Further, the midwife must listen frequently for tMe 
sounds of the child's heart, and observe whether they 
are growing slower and weaker, and also see whether 
any meconium is expelled. 

If the genital parts are much swollen and dry, cloths 
soaked in some soothing and softening application (such 
as weak linseed-tea) should be frequently applied. 
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CHAPTER YI. 

SOME DEFECTS OF THE VAGINA AND EXTERNAL GENITALS. 

1. Contraction and Closure of the Vagina — Narrowness 

of the Vulva, 

% 250. 

Sometimes the vagina is so narrow, near the entrance 
or higher up, that it will not admit the tip of the finger; 
or it is divided completely into two parts by a mem- 
branous or fleshy dividing wall running from side to 
side, the wall being provided with an opening ; or the 
entrance is barred by the uninjured hymen ; or the 
walls are . ^own together, the result of some bygone 
inflammation. In all these cases, the midwife must 
procure the early attendance of a medical man, as the 
powers of nature are but rarely able to overcome the 
difficulty of themselves, whilst the woman suffers 
agonizing pain, and dangerous^ rents are very liable to 
be made. Kuptures of the vagina, which may extend 
even into the bladder - or rectum, are usually attended 
by bleedings of some importance. 

The exit of the child may be much prolonged by 
irregular narrowness of the vulva, when its folds are 
short and but slightly distensible. In such a case the 
midwife must not delay too long in calling in a medical 
man, even if the presentation be regular, for not only 
is the mother too much exhausted by the long duration 
of the labour, but the child is in danger of losing its 
life, partly on account of the violent pressure to which 
the advancing head is subjected, and partly because the 
disturbing influence of the pains in delayed labour is 
felt more and more as the labour approaches the end, 
and as the womb empties itself {see § 86). 

2. Falling of the Vagina, 

§251. 
In falling of the vagina, just as in falling of the 
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womb, the labouring woman must Ke flat, and avoid 
much straining or bearing-down during the pains. If 
the fallen part is pressed out of the vulva by the child*s 
head, the midwife must try to replace it with the finger, 
well oiled, and if possible push it back above the head. 
If the birth be delayed, however, and the expelled part 
begin to swell, the midwife must seek the aid of a 
medical man. 

3. Haemorrhage from Rents of the Vagina, — Blood 
Tumours of the Vagina and External Genitals, 

§ 252. 

Besides the ruptures of the vagina mentioned in § 250, 
other surface rents or tears occur not unf requently in 
vaginas of ordinary characters otherwise. They arise 
in consequence of the distension and pulling the vagina 
has to undergo during the passage of the head of the 
child. . They bleed but little, give rise to no trouble, 
and heal quickly. If the rent is deeper, however, the 
bleeding from the wounded vessels is generally pretty 
free. In rare cases, the bleeding depends on the burst- 
ing of a hrwt of varicose veins. Generally the bleeding 
has its seat in the middle or lower portion of the vagina, 
and often at the entrance of it. The midwife must pay 
particular attention to the region between the clitoris 
and the opening of the urethra, as even superficial 
tears may give rise to very free haemorrhage. 

A knot of varicose veins in the vagina, or on the 
external genitals, may burst during pregnancy, — for 
example, from severe straining. The other injuries 
generally take place during labour, during the period 
of expulsion, sometimes not till the last moment, so 
that the bleeding is not noticed tiU after the child is 
bom. 

The midwife should suspect that one of these injuries 
is the cause of the haemorrhage : when it comes on 
suddenly in greater or less quantities ; when there are 
no signs of haemorrhage from the womb ; when the 
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placenta has had a proper place of attachment ; when 
the presenting part of the child has closed up the 
mouth of the womb during labour ; and when, after 
labour, the uteidne contraction has been firm, and the 
placenta has not had an irregular seat, and the womb 
is well contracted. 

§ 253. 

As these haemorrhages are very dangerous, capable 
of destroying life in a short time, the midwife must 
strive to be useful herself, for the medical man — whom 
she must send for in every case — will generally arrive 
too late. She must immediately examine to see where 
the bleeding is from. . If the injury is on the external 
genitals, or in the entrance of the vagina, after wiping 
the parts with a towel dipped in cold water, she will 
see the spot the blood springs from, or even the opening 
ifself out of which the blood is pouring. Upon thu 
spot she must place her finger, pressing with suffideni 
firmness to stop the bleeding, ^he must keep up this 
pressure until the blood no longer flows when the 
finger is removed, or, if the labour is not over, until 
the advancing head stops it. If the pressure has to be 
kept up a long time, a pad of linen soaked in vinegar 
and water should be put underneath the fiinger. If the 
injury is situated so high up that it cannot be seen, 
she must attempt to find the spot with her finger, 
pressing upon the bone in all directions until she finds 
a spot by pressing upon which the bleeding ceases j 
here she must allow her hand to lie quietly until the 
haemorrhage at last ceases. 

If the midwife does not succeed in finding the 
bleeding point, she must try to master the bleedmg by 
injecting hot or cold water with a little vinegar added 
or by passing pieces of ice into the vagina. If these 
methods do not suffice, nothing remains for her but to 
plug the vagina, as i^e was taught in haemorrhages 
during pregnancy. If the labour is already ended, 
she must watch the patient's abdomen, so as to see at 
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nee if, the bleeding continuing, a large quantity of 
lood collects in the vaginal cavity, or in the neck of 
he womb, and forces the contracted womb upwards, 
r if the womb relaxes, and its cavity becomes dis- 
dnded with blood. In both cases she must remove 
lie plugging at once {see § § 338 and 342). 

§254. 

Sometimes during labour a vein bursts in the 
agina, but the akin above it remains uninjured ; or 
be opening is blocked and stopped up by the pre- 
jnting part of the child, the blood continuing to flow 
U the time, however. Then the blood that is poured 
at collects by the side of the injury, between the 
agina - and the wall of the pelvis, and from here 
escends to the external parts; a tumour forma 
%pidly in one of the folds of the vulva, accompanied by 
iolent pain; it grows qudckly, and soon a^sstimes a 
luish, even a black-blue, colour. Such a tumour can 
low itself before the birth of the child, but generally 
. first appears in the after-birth period, or somewhat 
iter. The patient complains of a violent pain and 
ressure in the sacrum and pelvis, for the tumour 
Bnerally reaches up into the vagina a greater or lesser 
Lstance. In this case a medical man must be called 
I quickly, and until his arrival the parts should be 
)vered with cold-water cloths and protected from 
ressure. If the tumour reaches very high up in the 
agina, irrigation with hot water and the introduction 
P ice are the best means of stopping the bleeding and 
indering the growth of the tumour. 

i. Venereal Discharges from the Vagina. — Venereal 
Ulcers in the Vagina a/nd on the External Genitals, 

§255. 

By the venereal disease is meant a very bad con- 
iagious disease, springing mostly from the genital 
)rgans, and which the midwife should become 8a- 
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quainted with lest she should unfortunately catch the 
disease, or convey it herself to others. 

It generally shows itself first as an abundant irri- 
tating mattery discharge from the vagina, or as small 
ulcers on the inner surface of the folds of the vulva, 
or as warty growth in these and neighbouring parts 
(venereal warts). If the disease persists long, the 
glands of the groin often swell, ii^ame, and burst, 
leaving obsiiinate ulcers; an eruption breaks out, 
which spreads over the whole body ; the throat and 
nose are attacked ; the voice becomes in consequence 
hoarse and whispering; the nose at first is stopped 
up, and at last faUs in, etc. 

§ 256. 

If in an exceptional case the disease has already 
advanced so far, the midwife will generally be made 
aware of its existence in other ways. Usually she will 
find the disease limited to the genital organs and neigh- 
bouring parts, so that she will find out its existence 
by her own observations. To guard against poisoning 
herself, she should never make an examination with a 
sore on the examining finger. Even slight pricks and 
scratches are very dangerous. She should always exa- 
mine her hands before making an examination, and if 
there is any sore, it should be covered with sticking- 
plaster, or painted over with collodion, which quickly 
forms a skin -like covering over the sore. She should 
never omit to oil the finger well before examining. 
If she should not be aware that she has a sore on the 
finger until after the examination has been mad^ 
and then discovers one, she should wash her hands 
at once and thoroughly, and straightway consult » 
medical man. If an ulcer should make its appearance 
on her hands or fingers, she should see a medical 
man at once, although she may never have touched 
a woman suspected of being contaminated, and she 
should neither examine nor attend during confinement 
any patient until theulcer has healed up. 
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In all cases in which the midwife believes she has 
detected the disease in any pregnant woman or woman 
in labour, she should warn her of the urgent need of 
consulting a medical man. 

During labour and in childbed, she must make 
special endeavours to protect the child from contagion, 
as, although frequently, it is not always infected 
within the womb. She must wash out the maternal 
genital passages carefully with lukewarm water, and 
oil the ulcers well before the child passes ovor them. 
The new-born infant must be washed and cleansed 
with more than ordinary care, and in particular 
double strictness should be exercised in protecting 
the infantas eyes, according to the rules laid down. 
{See §§ 113, 117, 144.) 

If an eruption or ulcer break out on the child, a 
medical man should be consulted at once. 



CHAPTER VII. 

TUERPERAL CONVULSIONS DURING LABOUR. 

§257. 

General convulsions, or eclampsia, are among the 
most dangerous accidents that can threaten the life of 
a pregnant woman. They occur most frequently during 
labour, and in every period of it, frequently also to- 
wards the end of pregnancy, when they are generally 
the forerunners of premature labour ; sometimes they 
do not' come on until the after-birth period, or even 
later in childbed. Convulsions are to be feared -if, in 
addition to the legs, the hands and face swell towards 
the end of pregnancy {see § 190). 

Generally, but not always, premonitory symptoms 
are observed before the convulsions come on: head- 
ache, glimmering or dimness before the eyes ; or all 
objects seem coloured — red, yellow, et«. ; more rarely 
there are noises in the ears; fre(\\xeiv.tV^ Wi^-^^ S& 
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nausea, weight over the pit of the stomach, or 
vomiting; occasionally repeated shiverings during 
the pains are observed, or extraordinary tenderness 
on examining internally. 

The attack itself generally comes on with a pain; 
the look becomes fixed, the features are distorted, 
the head twists to one side, the tongue is thrust for- 
wards — caught between the teeth, and bitten sometimes 
almost to pieces; the whole body falls into violent 
jerking movements ; the face becomes red, blue, and 
pufied-up withal ; the patient froths at the mouth, and 
the throat rattles. After a few minutes the jerkings 
abate, and the body becomes quieter ; the patient lies 
unconscious, and snoring, as if in a deep sleep. 

The attacks are repeated after longer or shorter 
intervals. If the attacks are not violent, and the 
intervals between them long, consciousness at first 
returns to a certain extent between them. The more 
violent the attacks are, however, and the quicker they 
follow one another, the more quickly is consciousness 
lost, and the greater the danger to the patient. Some- 
times the patient falls into unconsciousness imme- 
diately after the premonitory symptoms have shown 
themselves, without any actual convulsion going before 
the loss of consciousness. Under these circumstances 
the labour usually progresses but slolwy ; indeed, the 
patient may even die undelivered. In rare cases the 
labour follows its usual course between the attacks, 
more frequently after the attacks have ceased and 
whilst the patient is lying unconscious. The child is 
usually stillborn. The attacks frequently continue 
after the labour is over. 

§ 258. 

The midwife should cause a medical man to be sent 
for immediately she becomes aware of the convulsions^ 
or even of their precursors. She herself must, first of 
all, see about ^ supply of fresh air in the room, and 
then apply cold wet cloths to the head. She must go to 
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work carefuUy, however, and whilst she is doing these 
things bear in mind the possibility of a fresh attack. 
During the attack she must prevent the patient from 
doing harm to herself, such as falling out of bed, biting 
her tongue, etc. To prevent this, the tongue should 
be pushed back as soon as it is thrust out, and a spoon 
handle, well wrapped round with calico, placed between 
the teeth. On the other hand, extension of the thumb 
(always turned inwards in these cases), as well as the 
holding of the limbs fast, is useless, or even harmful. 
If the patient can drink, the midwife should give her 
some cold acid drink, such as water with a little 
vinegar or lemon-juice in it. When, after the labour 
is over, the patient becomes conscious again, she has 
no recollection of what is past, and does not know she 
has given birth to a child* The midwife must bear 
this in mind, and be careful what she says and does 
Ijef ore her ; she must also warn the people about the 
patient to be careful. 

§ 259. 

The convulsions just described resemble those of 
epilepsy in every respect. Women who suffer from 
tnis disease are sometimes attacked by it in pregnancy 
or during labour. Usually there is only one attack, 
or at most only a few, wherefore the danger is less 
than in the other kind of convulsions ; yet an attack 
may be fatal from its severity. In such a case, the 
midwife must act precisely as instructed in the pre- 
ceding paragraph. 

§ 260. 

The so-called hysterical convulsions, which some- 
times come on in those who are disposed to them 
(more frequently in pregnancy, however, than during 
labour), are distinguished from those already described 
principally by the fact that in them consciousness is 
never completely lost ; it is at most momentarily de- 
ranged. The face is pale during an attack, but little 
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altered ; the movements of the limhs are rather striking 
and throwing than jerking ; breathing is more regular; 
the patient often cries out, or grinds the teeth ; some- 
times the attack ends with the expulsion of a quantity 
of wind, or in a paroxysm of weeping. Although these 
convulsions are not very dangerous, the midwife will 
do well to call in a medical man. Until he comes, she 
should see that there is a supply of fresh air, and try 
to prevent the patient hurting herself. An aperient 
enema, a cup of camomile-tea, or something of that 
kind, in the intervals, will generally bring some relief. 
In the period of expulsion, the convulsions generally 
cease of themselves. 

§ 261. 

Far different are those convulsive movements that 
come on after excessive losses of blood, and which 
generally announce the near approach of death. These 
have been already spoken of (§ 169). 



n. IRREGULAR LABOUR DEPENDING ON THE CHILD AND 
OTHER PARTS OF THE OVUM. 

(a) Irregvlar Labour depending on the ChUd, 

CHAPTER I. 

IRREGULAR PRESENTATION. 
§ 262.' 

All presentations except those already described as 
the usual ones are said to be irregular. 

These latter include — 

(1) Presentations that are regular, in that the head 
is the most advanced part of the child, but in which 
it is turned in an imusual direction whilst above the 
pelvis, or gets into one in passing through (irregular 
head presentations — see § 90). 
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(2) Face presentations. 

(3) Pelvic presentations (breech, foot, or knee pre- 
sentations). 

(4) Presentations in which a limb enters the pelvis 
along with the head. 

(5) Presentations in which the child does not lie 
lengthwise in the womb, but across — either directly or 
in a slanting direction — so that neither head, breech, 
nor lower limbs present, but some other part of the 
trunk, most frequently the shoulder (cross births). 

§263. 

Of all the irregular presentations, the most favour- 
able are those in which the child passes through the 
genital passages lengthwise,— that is, with the head, 
breech, or lower limbs in advance. When the pre- 
sentation is one of these kinds, labour may be com- 
pleted by the natural powers, -without harm to either 
mother or child. Hie child may enter the pelvis, 
however, with the head, as well as the face, pointing 
in such a direction that, without a change of it, a 
natural ending of the labour is impossible, or at least 
very dangerous to mother and child. It is always an 
unfavourable circumstance when a limb of the child 
enters the pelvis at the same time as the head ; in such 
a case artificial aid is generally necessary, libe most 
imfavourable of all are cross births, as a full-grown 
Hving child cannot be bom without artificial aid when 
the presentation is of this kind. 

1. Irregular Head Presentations, 
(a) Irregular Position of the Head. 

§ 264. 

At the time the head enters the pelvis, it lies nearly 
straight across, as a rule, — that is, the sagittal suture 
runs along the cross or transverse diameter of the 
pelvic inlet (see § 92). Sometimes it enters with the 
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sagittal suture in the oblique diameter, but this is 
more rare. This direction of the suture is unfavour- 
able only in cases of flat pelvis. 

It is decidedly irregular if the entrance takes place 
with the suture pointing backwards and forwards; 
and it ve;y rarely does so. If the direct diameter of 
the pelvis be not unusually large (as it may be in 
humpbacked women), the entrance of the head whilst 
pointing in this direction is of necessity very diflicult, 
and generally speaking impossible, until the back of 
the head sinks down, so that the direct diameter of 
the head inclines more to that of the middle line of 
the pelvis. The midwife can do nothing to remedy 
this irregularity. If the labour does not advance, a 
medical man must be called in. 

§ 265. 

Sometimes the rotation of the head on its perpen- 
dicular axis that takes place in the pelvic cavity is 
delayed, or but incompletely accomplished; indeed, 
the head may maintain its cross direction (the child's 
face looking to the mother's side), even down to the 
pelvic outlet. Weakness of the pains, or a contracted 
direct diameter of the pelvis, or the descent of an arm 
along with the head, may be the cause of this irregu- 
larity. With strong pains the rotation generally takes 
place at last. In rarer cases, the head emerges in this 
cross direction, whereby the perinaeum is endangered 
more than usual. Often the labour comes to a com- 
plete standstill. 

The midwife should try to help forward the proper 
rotation by placing the patient on the side towards 
which the back of the child's head is directed. If the 
labour is very much delayed, she must let a medical 
man be called in. 

§ 266. 

In other cases it happens that the hack of the head 
twma completely backwards into the hoUow of the sacrvni^ 
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'hen it has been already slightly directed that way at 
lie inlet, principally in the second head position. The 
reater fontanelle being directed somewhat forwards, 
lie lower it lies, in comparison with the smaller, the 
lore easily this irregular rotation takes place. The 
3rehead, however, cannot advance so easily under the 
jrmphysis as the back of the head does, but is blocked 
p behind it. The great fontanelle appears first in 
be genital fissure, then the top of the head, and at 
ist the back of the head over the perinseum ; then, 
be back of the head retreating a little, the face comes 
ito view from under the pubic arch. Unless the head 
J small and yielding, and the pelvis very roomy, the 
bild cannot be bom with the face pointing in this 
irection without great difficulty. As the head does 
ot emerge through the vulva in its small oblique 
iameter, but in its direct (see § 111), the perinseum 
; exposed to greater pressure, and consequently to the 
anger of being torn. The scalp tumour generally 
3vers the great fontanelle, and the adjoining margins 
f the bones of the vault of the skull and forehead. 

In this case, also, the midwife must see if placing 
[le patient on the side whither the back of the head 
; directed will not bring this part lower, and thereby 
ssist its rotation forwards. If this fails, as the head 
asses over the perinseum she must support it with 
articular care. If there be any great delay in the 
bbour, the assistance of a medical man will be 
ecessary. 

(h) Faulty Inclination or Dip of the Head. 

§267. 

If, when the head enters or passes throtigh the pelvis, 
^her the hack of the head or the forehead or either side 
^ uniLsibally low dovm, its inclination, or " dip,^^ may 
^6 mid to he irregular. At the same time the form of 
tlie pelvis must be borne in mind ; for if the form of 
tlie pelvis be a departure from the usual, the inclina- 
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tion of the head, although it also may be a departure 
from the usual, may yet be the fittest for this par- 
ticular shape of the pelvis, and be, in fact, the regiilar 
inclination for this kind of pelvis. (See § 248.) 

Descent of the back of the head, in which the small 
fontanelle is found near the middle line of the pelvis, 
and which is perfectly regular in all shapes of the 
pelvis towards the outlet, is irregular at the inlet in 
the wide as well as in the simple flat pelvis. In the 
universally contracted pelvis, on the other hand, and in 
all pelvises contracted from side to side, this dipping- 
down of the back of the head is regular, and dependent 
on the shape of the pelvis. If the pelvis is wide, 
there is no particular disadvantage in the premature 
dip of the back of the head, but it is unfavourable in 
the simple flat pelvis. It is caused, as a rule, in both 
cases by the whole womb being inclined to the side 
towards which the back of the head is directed. ('S^*^ 
§ 222.) 

Descent of the forehead, in which, on the contrary, 
the great fontanelle is found near to the middle line, 
is only regular in the simpliB flat pelvis, and here only 
at the inliet, and is an irregularity if met with in wide 
as well as in a universally contracted pelvis. In wide 
pelvises, this lowness of the great fontanelle may be 
followed by an irregular rotation of the head in the 
pelvic cavity. {See § 266.) In universally contracted 
pelvis, this dip of the head renders the entrance into 
the pelvis very difficult, even impossible. Here also 
an inclination of the womb is usually the cause, but in 
this case the inclination is to the side towards which 
the forehead points. 

When the midwife meets with a case, then, in which 
the back or front of the head is below the level of the 
other part, she must strive to answer the question, 
" Is this departure from the rule dependent on the 
particular form of the pelvis, and therefore the most 
proper under the circumstances? or is it caused by 
obliquity of the womb 1 " In the first case, she muf* 
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the more abstain from interference, as, without this, 
the need of medical assistance is indicated by the nar- 
rowness of the pelvis. In the second case, laying the 
patient on the proper side, if done at the proper time, 
will almost always improve the inclination of the head. 
{See § 223.) 

Brow Presentations will be spoken of among Face 
I^resentations. 

§268. 

The midwife will recognise the second kind of 
irregular inclination — that in which the one or other 
parietal protuberance is lower than the other — by the 
siagittal suture running unusually near to either the 
promontory or the upper edge of the pubes. 

The first kind, that in which the suture runs too 
close to the promontory, occurs more frequently than 
,the second. The cause mostly lies in a narrowing of the 
direct diameter of the pelvis, in consequence of which 
the parietal bone that lies behind is held back above 
the promontory (see § 248). Medical aid is abso- 
lutely necessary here. But sometimes the pelvis is of 
ordinary width, yet the parietal bone lying to the front 
is sunk so far down that the ear of the child can be 
felt in the mouth of the womb, lying behind the sym- 
physis. If the pains are good, this inclination of the 
head is usually overcome, as the labour progresses, 
without artificial aid. If this should not be the case, 
a medical man must be called in. 

§269. 

It is much more serious when the parietal bone that 
lies nearest the promontory is in advance, above, or 
within the pelvis. This sometimes happens when, in 
consequence of pendulous belly, the head is sunk too 
far forwards over the pubes. The head may present 
in this way, however, when there is no pendulous 
beUy. It is more frequently met with in narrow than 
in wide pelvis. The midwife will only be able to feel 
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the head externally jutting above the pubes so long as 
it remains with both its sides above the inlet. When, 
however, the side lying behind sinks down into the 
pelvis, its inclination alters at the same time, — the 
forward-lying side is pushed up against the shoulder, 
and draws itself out of reach; that is, it cannot be 
distinguished from the outside. The state of affairs can 
now only be discovered from the inside. The midwife 
feels the suture running close behind the symphysis, 
and if she carries the finger backwards to the pro- 
minence of the backward-lying parietal bone, she can 
sometimes even reach an ear. With this faulty in- 
clination, and in this position, the head cannot be 
moved any farther. But improvement in these cases 
by the natural powers can only be hoped for, if the 
pelvis is wide and the pains are good, by the forward- 
lying parietal bone being gradually pressed down be- 
hind the symphysis, whilst the other is at the same 
time raised up behind. But if the pains are weak, and 
the pelvis decidedly narrowed in its direct diameter, 
the head will retain its faulty inclination, without any 
advance, and the labour will come to a standstill. 

The midwife can often prevent the head getting into 
this faulty position, and even rectify it soon after it has 
done so, by strictly following the instructions given for 
the treatment of pendulous belly. The patient, how- 
ever, must abstain from any voluntary bearing-down 
during the pains. It is the more important for the 
midwife to find out the faulty position of the head 
above the pelvis early as, later on, the greater the 
fault is, the larger will be the scalp tumour, and the 
more difficult it will be for either her or the medical 
man to discover the irregularity. 

2. Face Presentations, 

§270. 

In face presentations, the head of the child is indeed 
the part in advance, but the inclination is entirely 
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different from what it is in vertex presentations (those 
in which the top of the head presents). The chin is 
pushed away from the breast, the back of the head is 




FiK. 7.— Face Presentation- 



pressed back against the neck, the spine is bent back- 
wards, and the chest thrust out in front. This irre- 
gular presentation generally comes on first through 
pressure of the pains, when the head is so far removed 
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from the pelvic inlet on the side towards which the 
back of the head points, that the interior part of the 
vertex, or top of the head, rests upon the side brim of 
the pelvis. 

As in vertex presentations, two kinds are distin- 
guished. In the first (which is supposed to have its 
origin in the first vertex presentation), the forehead 
is directed towards the mother's left side ; whilst in 
the second it is directed to the right. 

A particular case may be suspected to be one of face 
presentation when the external examination reveals 
the bulging vault of the skull, in one or other side, 
above the pelvic inlet, and on the same side, in the base 
of the womb, the breech of the child is felt, the two 
prominences being separated by a furrow, whilst the 
child's movements are felt principally on the opposite 
side, where along with the limbs a larger portion of 
the trunk is felt (the breast), and where also the sounds 
of the child's heart are heard. In the early stage of 
labour, whilst the head is still high up, and particu- 
larly if the bladder of waters is strongly distended, 
the midwife will scarcely be able to ascertain exactly 
what part presents, or at most will only be able to 
decide that it is not the vertex. After the membranes 
are ruptured, however, the decision is not generally 
diflicult. She distinguishes the brow by the suture, 
the nose by the hard bridge and the two nostrils, the 
eye by the little round balls behind the slit of the lids, 
the mouth by the hard gums and the tongue. 

§271. 

The face generally enters the pelvis with the fore- 
head in advance, which is either directed straight 
towards the side or turned a little forwards. Later 
on the chin gradually sinks deeper, and turns more 
towards the front, whilst brow and vertex glide into 
the hollow of the sacrum. The parts that come into 
view first are the cheek and corner of the mouth of 
that side of the face that is in front ; the chin is driven 
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forwards under the pubic arch as far as the angle of 
the lower jaw, and whilst it sticks here, first the brow, 
then the top of the head and back of the head, glide 
forwards over the perinseum. 

The trunk is expelled in the same way as in vertex 
presentations, only in them the surfaces of the breast 
and belly of the child are usually turned more towards 
the front. 

The face is generally disfigured by a bluish — it may 
even be a blackish — swelling, which forms on the side 
that has been in advance. The mouth is drawn to 
the opposite side. These appearances soon vanish of 
themselves. 

§ 272. 

Face presentations are rare. They are generally 
more unfavourable than vertex ones. The face un- 
folds the neck of the womb less equably, and fills the 
lower segment of the womb less completely, than the 
crown, for which reason the bladder of waters often 
forms irregularly, and is easily ruptured before the 
time. The head is expelled with more difficulty, for 
the reason that the broader lower jaw cannot sit so 
closely to the pubic arch as the back of the head can. 
Therefore the perinseum is in greater danger, and the 
child suffers not only from the delay, but from the 
pressure to which the neck, strongly arched backwards, 
is of necessity subjected. If the pains are good, how- 
ever, and the maternal passages roomy, these face 
labours generally run a course favourable to both 
mother and child, although a little more tedious than 
crown labours. 

In a case of face presentation, it is very unfavour- 
able if the rotation of the chin forwards fails to take 
place, or if it turns decidedly backwards. As a rule, 
labour in this position is not possible ; and if it should 
be accomplished by exceptionally powerful pains, there 
is great bruising of the maternal passages, and the life 
of the child is in great danger. 
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§ 273. 

The midwife should let a medical man be called in 
as soon as she has discovered that a case is one of face 
presentation, or as soon as she has convinced herself 
that it is not the crown that presents. His presence 
is particularly necessary when it is the first child, or 
if the pelvis is narrow, or if the necessary rotation of 
the chin forward fails to take place, and, generally, 
if from any cause the period of expulsion lengthens 
itself out. 

For the rest, the midwife, as long as she is without 
medical assistance, besides observing those rules that 
are generally adequate, must bear in mind the follow- 
ing. If the head is still high, before the membranes 
are ruptured, she should attempt to bring about a 
crown presentation by placing the patient on the side 
. towards which the back of the head is inclined. If 
the face presentation persists, she must do all she can 
to preserve the membranes entire until complete dila- 
tation of the mouth of the womb has taken place {see 
§ 249). After the rupture of the membranes, she 
must he very cautious in making her examination, and 
bear in mind that the delicate parts of the face, and 
especially the eyes, may easily get injured. If the 
face has descended into the pelvis, she must do what 
she can to bring about the descent of the chin, and its 
rotation forwards, by placing the patient on that side 
towards which the chin is turned. In supporting the 
perinaeum, she must neither press too early nor too 
strongly, lest the child's chin be forced too much 
against the symphysis, and the labour be delayed. 

She must not show the child to its mother, its face 
being often distorted by the tumour, until she has 
prepared her by telling her of it, and assured her of 
its complete harmlessness. 

§ 274. 
Brow presentations, which stand midway between 
those of the crown and face, are worse than face pre- 
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sentations. So long as the brow remains above the 
inlet, it may be hoped that by laying the patient on the 
proper side the brow presentation may change to one 
of the crown or face. When the brow is forced down 
into the pelvis, however, after the escape of the waters, 
this change no longer takes place without artificial aid, 
and the difficulties of labour are immensely increased. 

The expulsion of the head in these presentations 
generally takes place in the following manner. The 
brow, at first directed to the side, turns towards the 
front, and the crown towards the back ; in the vulva 
the upper part of the face — brow, eyes, and nose — 
appears ; and whilst the upper jaw is blocked against 
the pubic arch, the crown and back of the head are 
pushed over the perinseum, whereupon at last — the 
back of the head sinking back again — ^the upper jaw, 
mouth, and chin advance under the pubic arch. If 
the head retains its crosswise position as far as the 
pelvic outlet, however, the face is driven forwards until 
the lower jaw reaches one limb of the pubes, and then 
the back of the head the other, and at last the lower 
jaw emerges. 

The birth or scalp tumour occupies the whole brow, 
from the root of the nose to the edge of the great 
fontanelle. 

Medical aid is absolutely necessary in this presen- 
tation. 

3. Pelvic Presentations, 

BREECH, FOOT, AND KNEE PRESENTATIONS. 

§ 275. 

In pelvic presentations, the womb from the outside 
seems of a regular egg-shape. Sometimes the head of 
the child can be plainly distinguished on one side, in 
the base of the womb, as a large, round, hard, and 
movable part, and from it the trunk can be followed 
downwards. The sounds of the child's heart are heard 
above the navel, on that side towards which the back 
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is turned. The movements of the child are felt by 
the mother herself lower down. 

Pelvic presentations are divided into breech, foot, 
and knee presentations. 




Fig. 8.— Pelvic Presentation. 

§ 276. 

In breech presentations the attitude of the dhild is 
usually as follows : the thighs are drawn up to the 
body j the feet lie near the genital parts. 
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At the end of pregnancy, or beginning of labour, the 
breech is still, as a rule, above the pelvic inlet. The 
midwife feels, through the vaginal vault, a large, round 
part of the child, mostly soft, and hard only in places, 
and not very movable. As a rule, the breech is only 
identified with certainty after the rupture of the mem- 
branes. The points of identification to which the 
midwife must pay special attention are — the movable 
coccyx, the opening of the seat, the parts of generation, 
the tuberosity of the ischium that lies in front ; some- 
times more of the back surface of the breech lies above 
the inlet, sometimes more of the abdominal surface, 
sometimes 'more of the lateral surfaces. In the latter 
case, the midwife will be able to reach the front part 
of the crest of the ilium and the bend of the thigh. 
Sometimes, at the commencement, the heels can be felt 
near the buttocks. As the breech descends farther 
down into the pelvis, the child's excrement usually 
comes away in considerable quantity. 

:§ 277. 

Two varieties of breech presentation are distin- 
guished. In the first, the back of the child is turned 
towards the .mother's left side ; in the second, towards 
her right. In both cases the breech generally enters 
the pelvis obliquely. 

In the first variety, then, the child's back looks 
towards the Idft, and either a little forwards or back- 
wards. It almost always turns forwards, however, as 
it advances into the pelvis, even although it may have 
looked rather backwards at the commencement. The 
hips lie then in the second oblique diameter, the left 
one, facing the anterior pelvic wall, usually the lower. 
Whilst this is now advancing from the right under the 
pubic arch, and here getting blocked up, the other is 
driven from the opposite side over the perinseum. It 
is but rarely that the feet, which are pressed up against 
the breech, en^erge through the vulva at the same time 
(double or mixed breech labour); as a rule, theyremaijx 
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behind, the legs being pressed up against the belly 
(simple breech labour). The breast and shoulder now 
pass through the pelvis in the same oblique diameter 
as did the hips. The arms, which lie in their natural 
position across the breast, are bom at the same time, the 
feet get free, and the legs fall down from the abdomen. 
After the birth of the shoulders, the midwife generally 
finds the head already in the pelvis, its chin in advance, 
and the face turned to the right ischiatic notch ; and 
whilst the back of the head is blocked against the left 
branch of the pubes, chin and face come into view ova 
the perinaeum, and the crown immediately follows. A 
dark bluish -coloured swelling, which generally stretches 
away into the genital parts, appears on the pioneer left 
buttock. This corresponds to the scalp tumour of 
vertex presentations. 

In the second variety everything is the other way 
about : the child's back looks to the mother's right ; 
the right hip, leading the way, advances from the left 
under the pubic arch, the left from the right over the 
perinaeum ; breast and shoulder pass through the pelvis 
in the first oblique diameter, whereupon the head enters 
the pelvis with its direct diameter in the second obhque 
diameter of the pelvis. The birth tumour is situated 
on the right buttock. 

§ 278. 

Slight deviations from the usual course of breech 
presentations are not unfrequent; for example, an 
over-rotation of the trunk in its passage through the 
pelvis — so that in the first breech position the back 
turns from front and left to front and right, and in 
the second from front and right to front and left. 

On the other hand, it very rarely happens, in the 
natural course of labour, that the child's back turns 
forwards when it has faced backwards at first, or that 
it turns from front to back during its passage through 
the pelvis. This deviation is very unfortunate ; for as 
the space behind the pubes is narrowed, the arms do 
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not descend with the breast, but find their way up by 
the side of the head, and are then very difficult to get 
free. The chin also is removed to a distance from the 
chest, and remains above or behind the pubes. Some- 
times the next pains bring about a further rotation : the 
face turns more to the side, and the head then enters 
the pelvis with the chin in advance ; or the back of the 
head enters first, pressed against the neck, whilst the 
vertex glides into the hollow of the sacrum. The back 
of the head is then the first to appear in the vulva, 
and over the perinaeum come vertex and forehead, and 
last of all the face. In exceptional cases the pains 
drive the face down behind the symphysis as far as 
the forehead, whereupon the back of the head and the 
vertex emerge over the perinaeum. 

§279. 

In foot presentations, either both feet or only one 
foot has glided down from the breech, which lies some- 
what to one side on the brim of the pelvis. The one 
is called a complete, the other an incomplete foot, or 
half -breech presentation. Before the rupture of the 
membranes, the recognition of a footling case is often 
rendered somewhat difficult, from the tenseness of 
the protruding membranes and the rapid movements 
of the feet. After the rupture of the membranes, 
however, there is no difficulty : the midwife is able to 
distinguish the foot from the hand by the heel, the 
flat sole of the foot, and the toes, which are shorter 
than the fingers. 

It is rarely that one or both knees descend. The 
knee is distinguished from the elbow, for which it is 
most likely to be mistaken, by its greater breadth and 
roundness. 

In foot and knee presentations, the child passes 
through the pelvis as in a breech case when once the 
hips have entered. The position of the feet within the 
pelvis varies, and the direction of the heel does not 
always correspond to that of the back of the child. If 
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both feet are down, they may either lie side by side, 
or cross each other. The course of the incomplete 
footling case is most like that of the breech, in which 
the fuller hip, i.e., the one which has its thigh still 
upwards, turns gradually round to the back, even 
when it has been in front at the beginning, for the 
reason that it is only in the hollow of the sacrum that 
it can find room for itself. 

§280. 

As far as the mother is concerned, breech and foot- 
ling labours are not more unfavourable than vertex 
labours. 

But, on the other hand, the life of the child is in 
the greater jeopardy, as a trifling delay even, after the 
breech is born, may be fatal. For then not only is the 
arrival of bright red blood hindered by the pressure on 
the blood-vessels from the greatly diminished size of 
the womb, and by the separation of a large portion of 
the placenta (see § 86), but the communication between 
mother and child is interrupted by the navel cord being 
more or less squeezed between the pelvic wall and the 
chest and head of the child. A delay is the more to be 
feared as the largest and hardest part of the child, the 
head, comes last. In respect of this, complete foot 
or knee cases are the most unfavourable, for the feet 
open out the neck of the womb less completely than 
the larger-circled breech; the membranes generally 
protrude, sausage-shaped, deep into the vagina, and fre- 
quently give way before the mouth of the womb is pro- 
perly dilated ; the waters escape in great quantities by 
the sides of the legs, and the navel cord may be easily 
washed down along with them, or forced down by the 
succeeding pains, not being kept back, as in breech 
labours, by the thighs lying against the belly ; finallyi 
when the feet come down, the thinner hips do not 
dilate the passages on their way through as fully as 
the breech generally does ; for this reason, the arms 
and chin may easily get held back above ; besides all 
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this, the pains are not generally excited to such 
strength as in breech cases, as the maternal passages 
are less distended, and thus, towards the end of the 
labour, when an accelerated progress is most desirable, 
a serious delay occurs. Incomplete foot cases run a 
course more favourable to the child, inasmuch as they 
more closely resemble breech labours. 

§ 281.. 

In all cases of pelvic presentation, when all the other 
conditions are favourable even, the midwife ought to 
insist on a medical man being called in, that he may 
be at hand in case of need ; for the child! 8 life often 
depends on prompt artificial aid, which the niidvnfe is 
not everywhere capable of rendering with certainty. It 
is only when, notwithstanding all her efforts, medical 
assistance is not procurable, that she herself may, and 
must under certain circumstances, strive to help, in 
accordance with the rules which will be given later 
on. For the rest, until the arrival of the medical 
man she must proceed as follows. 

As in face presentations, she must endeavour to 
preserve the membranes unruptured until the neck of 
the womb is unfolded, and the external mouth is fully 
dilated {see § 249). This takes place most readily when 
the breech is in advance {see § 280). Therefore, if the 
breech does not lie completely over the pelvic inlet, 
but a little to one side or the other, the patient should 
be placed on the same side, as being the most likely 
way of bringing the breech down into the canal. Even 
when the feet have advanced into the fruit-bladder 
before the breech, it is desirable that the latter should 
descend as low as possible before the membranes are 
ruptured, and therefore the patient should be laid on 
the side that is most suitable. Should the membranes 
be ruptured whilst the breech still lies above the brim 
and a little to one side, the patient must keep to the 
side mentioned, until it is well into the pelvis. 

Besides the care for preserving the membranes 
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entire, the midwife will do well to make use of tliiis 
period for preparing everything for the reception of 
the child, to take care that warm clothes are ready to 
wrap round those parts of the child that are bom, and, 
as the children often come into the world apparently 
dead, to have everything in readiness for their restora- 
tion {see § 357). 

§ 282. 

Even after the complete dilatation of the mouth of 
the womb, in the commencement of the period of ex- 
pulsion, the midwife must not encourage the patient 
to bear down, but should rather forbid all efforts of 
this kind, that her strength may be spared. Slowness 
in the progress of the labour is perfectly free from 
danger to the child at this period, — at any rate, less 
dangerous than later on. On the other hand, when 
the advance of the child through the pelvis is slow, 
the genital passages are better dilated, and better pre- 
pared for the passage of the shoulders and head ; the 
pains are more powerful if they have not been sup- 
ported too early by voluntary bearings-down ; and one 
can reckon on a quicker course of the labout towards 
the end, when speed is most necessary. 

StiU less should the midwife pull at the presenting 
parts, or drag down a foot that is lying by the side of 
the breech, or attempt to twist the child round if its 
back is not lying towards the mother^s front. The 
more the expulsion of the child, as far as the breast, 
is left to the pains, the more one may hope that the 
looked-for rotation of the back forwards will still take 
place, that the arms will- descend at the same time as 
the head, and that the chin will not be bent back too 
far from the breast. 

§ 283. 

As soon as the breech, or, if a footling case, the 
hips, has entered the vagina, the patient must be 
placed in such a position that, should artificial aid be 
necessary, it may be rendered without any delay. This 
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is best on a cross bed. The midwife will do well, then^ 
to place the patient upon a cross bed in all cases in 
which she has reason to expect delay, as in first 
labours, or where the pains are feeble, or the pelvis 
narrow. This is done as follows: a board is placed 
flat on the side-edge of an ordinary bed, and over this 
a hard cushion ; the patient is placed crosswise upon 
this bed, in such a way that the genital parts project 
over the bed's edge ; the head and back are supported 
by pillows, or by a chair placed upside down, which 
must be covered with cushions, and must slope suffi- 
ciently ; the feet are placed on two chairs, standing in 
front of the bed, or on the laps of assistants occupying 
chairs suitably placed, whilst the midwife takes her 
place between the patient's legs. In order that the 
patient may not get cold, the legs must be previously 
clothed with stockings and drawers, or some other 
suitable covering. 

If the midwife has not time to prepare such a bed, 
the patient may lie on her back, but the midwife must 
put a cushion under the sacrum, so that the genital 
parts may lie free and raised above the bed. 

Or she may place the labouring woman in a some- 
what slanting position across the bed, and as near its 
edge as possible, with one leg lying on the bed, and 
the other resting on a chair at the bedside, and well 
covered up. As when lying across the bed, the mid- 
wife takes up her position between the knees. 

§284. 

As the breech emerges, or, in footling cases, when 
the hips make their appearance through the genital 
fissure, the midwife supports the perinseum by only 
moderate pressure, and with the other hand receives 
and holds the expelled parts. These are immediately 
wrapped in warmed cloths. 

As the trunk is farther expelled, the midwife must 
be careful that the navel cord does not get on the 
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stretch. If it should, in an exceptional case, run 

* through between the legs, she draws down that part 

* that runs up the back as far as will be required to 
slip it over the leg. If this is not the case, she draws 
the cord gently downward as soon as the child's navel 
has emerged, if it be not already lying slack. 

•As soon as the child is born as far as the breast, she 
must tell her patient to bear down at every pain. If 
pains are absent, she must endeavour to excite them 
by rubbing the base of the womb. As the shoulders 
and head emerge, she must only support the perinaeum 
by moderate pressure, that the labour may not be 
delayed to the hurt of the child. 

§ 285. 

When a child is born as far as the breast, however, 
and, notwithstanding the use of all the means, strong 
-and effective pains do not come on quickly, or if the 
arms do not come down with the trunk, but remain up 
beside the head, then, in case there is still no medical 
man at hand, the midwife must act for herself without 
delay : she must free the arms, draw down the head, 
and remove it from the pelvis. 

In order to free the arms, it will be necessary that 
the trunk ^f the child be already through the pelvis as 
far as the Shoulders. The midwife, if the feeble pains 
have not been able to do this, after covering the hips 
with a warmed cloth, grasps them with her hands in 
such a way that the thumb of each hand lies on the 
child's buttock, the forefinger is extended above the 
crest of the ilium, and the remaining fingers encircle 
the front of the child's thigh. She then draws the 
trunk carefully down, pulling during the pains, until 
she can reach the armpit easily with the forefinger. 
She then wraps the whole child in the warmed cloth, 
and goes on to free the arms. Each arm is set free 
by the hand of its own name, — thus, the right by the 
right, and the left by the left, — and always that one 
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first that lies most behind. Whilst the midwife raises 
the trunk, lying in the fork of the other hand, to the 
opposite side and a little upwards, she carries the fore 
and middle fingers of the hand that is to be used 
upwards and along the back and over the shoulder 
and upper arm to the bend of the elbow, and pushes 
the arm, at the same time bending the elbow over the 
face to the other side, then down to the breast and 
over this, and so down to the vulva. The liberated 
arm is placed by the tnmk, and wrapped in the warm 
cloth. The second arm must be liberated by the other 
hand in the same manner, whilst the hand that holds 
the trunk lowers it sideways. During the whole 
operation, pressure on the upper arm must be care- 
fully avoided, for fear it should get broken. 

§ 286. 

After the arms are set free, the head must be got 
out as quickly as possible. This is accomplished easily 
in proportion as the chin is near to the breast and low 
down in the pelvis. Nothing favours the entrance of 
the head into the pelvis so much as powerful uterine 
contractions, for which reason the midwife should 
order an assistant to rub the base of the womb, and 
the patient to bear down forcibly. 

If the head be in the pelvic inlet, the face as usual 
turned to one side, the chin but little lower than the 
back of the head, the midwife, resting the trunk upon 
the forearm, should pass the fore and middle fingers of 
the hand that reaches the face most easily in front of 
the neck, over the chin and into the mouth, and by 
moderate pressure on the lower jawbone try to bring 
the face down into the pelvis and conduct it into the 
hollow of the sacrum. 

If the head be already in the pelvic cavity, the two 
fingers of the one hand should be put into the mouth, 
in the way just described, whilst the fore and ring 
fingers of the other hand encircle the neck, and the 



212 HANDBOOK OF MIDWIFERY 

middle one rests against the back of the head. Whilst 
the midwife now draws down the lower jaw with the 
one hand, she assists this action by pressing the back 
of the head upwards with the other, and this brings 
the face over the perinseum in the direction of the 
middle line of the pelvis. Whilst this movement is 
taking place, the trunk of the child wheels upwards in 
the direction of the mother's belly. 

If the head should be too high up in the pelvis to 
be brought out by this movement, it must be brought 
down first, and then over the perinaeum in the way 
described.. 

The midwife must never think of attempting to 
extract the head by dragging at the neck ; for not 
only may such a procedure be fatal to the child, but 
the trunk may even be torn away from the head, 
whereby the mother's life may be endangered. On 
the other hand, it would be a great advantage if trac- 
tion on the head could be assisted by pressure from 
without ; but this should only be trusted to an assistant 
who knows her business. 

If the midwife has not succeeded in setting the head 
free in five or at most ten minutes, she may give up 
attempting to save the child, and should then await 
the arrival of a medical man. 

§ 287. 

If, as may rarely happen, notwithstanding a con- 
scientious adherence on the part of the midwife to 
the instructions given, the back of the child does not 
turn to the front when the chest emerges, it will be 
very difficult to bring the arms down. It will be best 
in such a case to bring them down earlier than usual, 
before the space has been too much taken up by the 
advancing shoulders. Whilst the trunk is held by one 
hand, four fingers of the other are passed straight up 
over breast and face to the elbow ; this is then care- 
fully drawn down. The midwife must try if she can 
reach the elbow, and bring it down in the way men' 
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tioned without too great difficulty. If she cannot, she 
must give up the ' task ; especially she must make no 
attempt to twist the body of the child round, but wait 
patiently for the coming of the medical man. As the 
child cannot be saved, she must avoid doing anything 
that can harm the mother. 

If she has succeeded in freeing the arms, however, 
and the head still remain high up, with the face to the 
mother's front, she should not drag at the trunk, but 
wait tiU the next pain drives the head lower down, 
in hopes that this will give it a more favourable 
direction. She should endeavour to excite pains by 
friction over the base of the womb. If she should 
then £nd the face turned to the side, and if she can 
reach the lower jaw, she must endeavour to pull it 
down into the hollow of the sacrum ; but if the face 
still remain directed forwards, she should make no 
further attempt to draw out the head, but only 
examine from time to time, after a stronger pain, to 
find out whether the head has altered its d&ection. 
If she should find the chin high up, and the back of 
the head pressed down first into the pelvis, she can 
help forward the expulsion of the head by directing 
the patient to bear down, and carrpng the trunk to- 
wards the belly of the mother ; but this should be done 
without dragging at the neck. Pressure on the head 
from the outside is here very serviceable, but, as has 
been said, it should only be made by a practised hand. 
In those very rare cases in which the pains have 
driven the face behind the symphysis as low down as 
the forehead, the midwife can bring the head over the 
perinseum by gently pulling the lower jaw and neck 
in a rather upward direction. 

§288. 

It can only happen to be the midwife's duty to draw 
down by the legs, before the hips have been bom, in 
* case in which the navel cord has come down with 
tlie feet, and then with a view to save the lif ^ Q»i ^Xi'b 
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child. And even in such a case, so long as the cord 
pulsates strongly, everything must be left to the pains 
until the arms are set free. But if the pulsation of the 
cord becomes weaker and slower (see § 320), she must 
bring the child into the world as quickly as possibla 
She therefore orders the mother to bear down strongly 
whilst the paios are on ; and if, notwithstanding this, 
the labour progresses too slowly, she proceeds to 
extract the child, provided the nwuth of the womb is 
sufficiently dilated or dilatable to allow the child to pass 
through. 

To accomplish this, she places the patient on a 
cross bed, or, if on the ordinary bed, she at least 
makes her lie across it in a slanting direction (see 
§ 283). If both feet are down, but not visible from 
the outside, she carries one hand^ — the back of it 
well oiled with carbolized oil, and the fingers brought 
together at. the tips — into the vagina (see § 300), 
and grasps the feet above the ankles in such a way 
that the middle finger lies between them and the 
other fingers on either side. She then, during the 
following pains, draws them out through the vaginal 
opening, whereupon she grasps each foot by a hand 
separately, each thumb resting on the calf of the 1^. 
If only one foot is down, of course she draws by this 
alone. The direction she is to draw in is always back- 
wards, as far as the perinseum will allow. She should 
not pull too strongly, nor at all but during the pains, 
in the meantime seeing that the patient continues 
to assist by bearing-down powerfully. If the pains 
are absent too long, they should be excited by external 
friction performed by an assistant. In proportion as 
the child is bom, it should be wrapped in a wanned 
cloth. In the same manner she takes hold of the 
child's thighs higher up as they come down, until the 
hips come into view. How she is to grasp the hipfi» 
draw down the trunk, liberate the arms, and extract 
the head, has already been taught in the preceding 
paragraphs. {See §§ 285—287.) 
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4. Descent of an Arm or a Foot hy the side of the Head, 

§ 289. 

Sometimes the midwife feels a hand behind the 
membranes, by the side of the head. If she lays the 
patient on the opposite side, — that is, the side towards 
which the back of the head is directed, — the hand will 
be withdrawn as a rule. Even after the escape of the 
waters, if the patient lie on her side, the hand will 
generally remain behind the head as this descends. 

Occasionally, however, the hand passes through the 
pelvis by the side of the head, without the labour 
being particularly difficult. If it seems to retard the 
progress of the labour, the midwife can keep it back 
during the pains until the head has advanced farther. 
She may push it completely back, if it can be done 
easily. 

§ 290. 

It is worse if an arm lie before the head as far as 
beyond the elbow. One can only hope it will go back, 
by putting the patient on her side, if the membranes 
are unruptured. This cannot be reckoned on other- 
wise. The labour is rendered more or less difficult by 
the descent of an arm, and the regular rotations of the 
head within the pelvis are hindered'. In every case 
the midwife must let a medical man be called'. Until 
his arrival, she must lay the patient on the side oppo- 
site to that on which the arm has descended, and try 
to keep it back as much as possible during the pains. 

§ 291. 

A foot only rarely shows itself by the side of or 
before the head, and generally indeed when the child 
is small and dead. Usually, as the labour advances, 
one of the two withdraws itself, and the labour runs 
its course as a simple head or footling case. If the 
attitude does not change, however, and labour ceases 
to advance, or if the head and foot are driven into the 
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pelvis at the same time, a medical man must be called 
in. Until he arrives, the midwife should try — ^with 
caution, by the aid of one or two fingers — to keep 
back the foot during the pains. 

5. Cross Births, 

§ 292. 

Cross births are those in which the principal mass 
of the child's body — that is, the head and trunk — does 
not lie in the line running from the base to the mouth 
of the womb, but the head lies in one side, and the 
buttocks and feet in the other side of the uterine 
cavity. One of them is generally nearer the mouth of 
the womb than the other, and consequently the child 
lies rather in a sloping direction than directly across 
the womb. It is the head that most frequently lies 
lowest. 

If the womb be of a proper size and shape, and its 
walls of a proper firmness, the child cannot well take 
a sloping or transverse position. But if the womb be 
unusually roomy, — for example, if it contain too great 
a quantity of waters, or if its walls be very relaxed 
and yielding, — such a faulty position may be easily 
assumed, so long as the child is completely above the 
pelvic brim, and thus especially if a narrow pelvis 
prevent the entrance into it of the head or breech 
In first-child cases, oblique or transverse positions are 
exceedingly rare. 

§293. 

Two kinds of oblique and transverse positions are 
distinguished. In the first, the child's back faces the 
front ; in the second, it faces backwards. During 
pregnancy, and even in the first part of the labour, 
before the waters have escaped, and whilst the pains 
are still weak, the attitude of the child generally 
remains natural. The less deviation there is from 
this — that is, the less the child is doubled up on itself— 



FOB MIDWIVES. 217 

the higher is the child kept back in the womb, as the 
lower, narrower segment cannot thus admit it. As 
the pains increase in strength, and the diminution 
in size becomes more decided, the child must either 
change its presentation or its posture. If the pelvic 
end lies nearer to the mouth of the womb, the case 
generally ends as a pelvic one ; but if the head end 
lies the lower, then the posture of the child changes 
rather than its presentation. After the waters have 
escaped, the change into a head presentation is not to 
be eicpected. Above the internal mouth of the womb 
a shoulder is generally found. The posture oi the 
child is now changed in such a way that the shoulder 
that looks downwards is forced in that direction, the 
head is carried near *o the shoulder of the opposite 
side, and the pelvic end is raised up towards the same 
side; and thus a shoulder presentation is brought 
about. The line of the shoulders corresponds to the 
cross or one of the oblique diameters of the pelvic inlet. 
Frequently, as the waters flow off, the arm that is 
lying below glides down, and gradually falls through 
the miouth of the womb into the vagina. 

§ 294. 

The midwife recognises a transverse presentation 
during pregnancy, or in the early stages of labour, 
before the membranes are jruptured by external 
examination, with greater ease and certainty in 
proportion as the uterine walls are lax and undis- 
tended. The womb has not its usual shape — that 
of an egg — but is irregularly widened. The midwife 
feels a large portion of the child's body on each side, 
J but the two portions are not on the same level — one 
/ is higher than the other ; and she will often be able 
to distinguish the head from the pelvic end. If the 
belly of the child be turned to the mother's front, 
Bmall portions will be found on each side. It is more 
<iifficult to decide when the womb is distended by an 
Excessive quantity of waters. The shape is then more 
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rounded, and the tight etretclmig of the uterine walls 
prevents any very accurate examination of tiie parts 
inside. The heart-sounds are generally to be heard 
about the navel, above or below, and to one side, and 
most plainly on that side on winch the head lies. The 




child cannot generally be reached internally yet, imle« 
au arm has slipped down in front of the shoulder mV> 
the fruit-bladder. The higher the midwife can pas 
her finger up, the membranes being entire, withM' 
feeling anytlung of the child, the more certain she nwT 
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be that neither the head nor the breech is presenting. 
She must be very careful in the meantime not to rup- 
ture the membranes : it is better to remain undecided 
for the time than do this. Her principal attention at 
this period is directed to the external examination. 

After the rupture of the membranes, when, the child 
being very high up, the greater part of the waters flow 
off, the irregular presentation is more plainly perceived 
from without, although the various parts of the child 
may not be distinguished with so much certainty sa at 
an L-Her period, on account of the increa^g thickness 
and hardness of the uterine walls. AJb this period an 
internal examination yields more results on this point. 
If an arm has fallen down, so that the hand can be 
reached, its recogjiition is easy. It is more difficult to 
distinguish the elbow from the heel when the narrow 
passage of the neck of the womb wiU not allow a finger 
to be passed upwards. But with the mouth of the 
womb, sufficiently wide, the arm leads straight to the 
shoulder, and the midwife has only to see if the head 
is also above the pelvis, by the side of the arm. If 
the shoulder does present, the arm shows which of 
them it is. It is more difficult to make out the shoulder 
when the arm is not before it. The points by which 
it is distinguished from the breech — with which it is 
at first most easily confounded — are the clavicle (collar- 
bone); the movable shoulder blade; the ribs, lying 
by the side of one another like fine hard bows; the 
backbone, which feels like a row of little hard knobs ; 
and the neck, lying close by. Sometimes the finger 
can be made to reach the lower jaw. The midwife 
should often examine these parts in living children, 
so that in such a presentation as we are considering 
she may be able to recognise them all by the feel. 

§295. 

A premature, dead child, presenting transversely; 
may still be born if other things are favourable ; but 
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neither a premature nor a mature child presenting trans- 
versely can pa^s through the pelvis alive without being 
first turned. Turning — ^that is, changing the transverse 
presentation into a direct one — ^may indeed be brought 
about by the pains themselves, before the membranes 
are ruptured, as has been abeady mentioned. After 
the escape of the waters, however, this need not be 
reckoned on ; and now, if artificial aid is not rendered, 
the course of the labour is always fatal to the child, 
and often to the mother. The womb withdraws itself 
more and more from over the child, and drives it to a 
great extent into the canal of the neck of the womb 
— thinned and stretched out lengthwise, — and through 
this into the vagina. The shoulder is forced down 
deep into the pelvis ; the fallen arm swells ; the child 
dies. Occasionally the pains rise to great activity; 
more frequently a tetanic rigid contraction of the 
womb comes on, or an inflammation; and if the 
patient be not quickly delivered, she may die unde- 
livered, from rupture, or inflammation of the womb, 
or from exhaustion, in the same manner as in delayed 
labour from narrow pelvis {see § 246). 

In exceptional cases, powerful pains drive the dead 
and softened child, shoulder foremost, deeper and 
deeper into the pelvis. The shoulder descends until 
it becomes fixed nnder the pubic arch ; and whilst 
blocked against this, the breast, belly, buttocks, and 
legs come down through the pelvis by the side of it, 
and over the perinaeum ; at last come the shoulders 
themselves, and then the head. This spontaneous 
expulsion, as it is called, is, however, a process ex- 
ceedingly dangerous to the mother, on account of the 
necessarily long and difficult labour always associated 
with it, and the consequent severe bruising of the 
genital passages. 

§296. 

As soon as the midwife has ascertained that a case is 
one of transverse presentation, or cross birth, or if she 
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only suspects it to be so, she must insist on a medical 
man being called in at once ; for if in any doubtful case 
she should wait till it become certain, she may easily 
wait until too late for artificial aid to be of service. 

If she is sure of the presentation, until the arrival of 
the medical man she may try if a suitable position on 
the part of the patient will not change the transverse 
presentation into a direct one. For this purpose she 
directs her patient to lie on the side occupied by that 
end of the child that lies nearest to the mouth of the 
womb, as ascertained by external examination, and 
supports those parts by a pillow or cushion. If she 
be in doubt, however, as to the position of the child, 
she places her patient on her back. 

In the meantime her principal care must be to keep 
the membranes entire, for she cannot depend with 
certainty on the result of keeping the patient on her 
side. But turning, which must now be performed, is 
not only more easy with the membranes unruptured, 
when the posture of the child is natural and its move- 
ments free, as well as more sparing to the mother, 
but it is also performed with a better prospect of saving 
the child, llie most favourable moment for perform- 
ing the operation of turning is that in which the 
membranes are unruptured and the mouth of the womb 
is fully dilated. The midwife must, therefore, see that 
her patient keeps very quiet, and restrains herself from 
any bearing-down. She herself must make her internal 
examinations with the greatest caution, and make no 
more when she has once made out the presentation, 
— unless the external examination leads to a suspicion 
that the presentation has changed — until the mem- 
branes have ruptured of themselves. 

If the waters should unfortunately flow off before 
the medical man comes, she must still continue to 
keep the patient as quiet as possible, and in an easy 
position, and still prevent her bearing-down. As has 
been already said, the improvement of the presentation 
is no longer to be expected ; and, with such a presen- 
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iatioiiy the next best thing is for the labour to come 
to a standstill. 

§297. 

Only exceptionally — and then only when medical 
assistaiice cannot be procured at all, or not at the 
right time — should the midwife herself venture to 
turn, for the sake of the mother and child. 

1. If, when the membranes are ruptured, the movih 
of the womb is fully dilated, and the midwife can foresee 
with certainty that a medical man cannot arrive for at 
least two hours, then, if the patient has already borne 
children, and the pelvis is wide, she is permitted to turn 
the child by the feet; for immediately after the escape 
of the waters, the uterine walls are still generally 
so yielding that turning can be performed with ease; 
but later, when the womb has contracted further, 
has pressed upon the child, and forced the advanced 
shoiUder deeper down into the pelvis, it may be 
exceedingly difficult even for a medical man. (See 
§ 295.) Wherefore, if considerable time has alr^y 
elapsed since the escape of the waters, the midwife is 
no longer permitted to undertake the operation, even 
if other conditions are favourable. 

2. If it be certain that, from the time of discovering 
the transverse presentation, at least twelve hours will 
elapse before a medical man can be on the spot, or if, 
speaking generally, medical aid is not to be counted 
on, then the midwife may undertake the operation, 
under all circumstances, as soon as the most favourable 
moment for its performance has arrived — that is, 
when the mouth of the womb is fully dilated, and the 
membranes are still entire. 

If the midwife has a case in which she is permitted 
to turn, and she does not feel courage enough to 
undertake it, it would be better not to attempt it, as 
such an attempt, badly carried out, is likely to do 
harm to both the child and its mother. If she has 
commenced the operation, and then discovers for the 
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first time that her judgment has been wrong, and that 
the difficulties are too great for her, it will be her 
duty to give up at once any further attempts, and 
wait for the medical man. 

§ 298. 

The object of turning is to change a cross birth into 
a footling case. For this purpose, the midwife passes 
her hand into the womb, searches for the feet, ^ and 
draws them through the mouth of the womb, and 
through the vagina, until the knees are born, where- 
upon the turning of the child is completed. 

§ 299. 

Before the midwife undertakes to turn, she must 
inform herself accurately, by external and internal 
examination, as to the position of the child within the 
womb, — in which side lies the head, and in which lie 
the breech and feet, — which way the child's abdomen 
is directed, and which way its back. 

The patient must pass her urine ; in case of need 
the midwife must draw it off with the catheter. In 
like manner, if the lower bowel is full, it must be 
cleared out by an enema. 

The necessary apparatus must be at hand. These 
include two turning loops, warm cloths for wrapping 
round the parts of the child as they are bom, and 
the means for recovering apparently dead children. 
{See §§ 281 and 357.) 

The patient may be on her back or on her side. If 
an ordinary bed is used, she can only be on her back 
if lying across in a slanting direction {see § 283). 
The position on the side is much to be commended 
{see § 111), and particularly if the abdominal surface 
of the child is directed forwards. The midwife places 
her patient on that side which holds the breech and 
feet, she herself taking up her place behind. 

If the operation is performed with the patient on 
her back, that hand should be used that lies opposite 
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to the side where the breech and feet lie : thus, if 
these lie on the right si^e of the womb, the left ; if on 
the left side, the right hand should be employed. K 
the patient be on her side, she turns with that hand 
not of the same name as the side on which the woman 
is lying. 

[It may be taken for granted that the patient will 
lie on her left side with the knees drawn up. Many 
people prefer the left hand for turning, whatever way 
the child may be lying in the uterus. There are two 
points of some little importance in its favour : first, 
the left hand is almost always a little smaller than 
the right; second, the left hand lies more easily in 
the hollow of the sacrum than the right does, and 
consequently does not so soon become cramped should 
the case prove difficult.] 

§ 300. 

Before the hand is introduced into the vagina, she 
oils the back of it, and the arm as far up as the elbow, 
well (with carbolized oil). Then, during a pain, with 
the finger-tips brought well to a point, she passes the 
hand slowly through the opening of the vagina, by a 
slight twisting movement, so that when it is completely 
within the vagina the back of it looks towards the 
hollow of the sacrum. It should lie here till the pain 
is over, for it should be passed into the womb itself 
only in a free interval between the pains. It is desirable 
to complete the turning in the interval between two 
pains. If she does not succeed in doing this, and the 
hand is surprised by a pain whilst within the womb, 
she must let it lie perfectly loose and motionless in its 
place whilst the pain lasts. Before passing the hand 
into the womb, the midwife should never neglect to 
place the other hand on its base to support it, and to 
keep the parts of the child against the hand that is 
within the womb. The patient must be warned to 
abstain from any bearing-down whilst the turning is 
going on. 
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§301. 

If the membranes are still entire, the midwife now 
ruptures them as soon as the pain goes off; she then 
passes the hand quickly through the rent into the 
cavity of the womb, so that the arm, now blocking up 
the vagina, prevents the too rapid escape of the waters. 
If they have been ruptured before, they will generally ' 
have been withdrawn from over the presenting part of 
the child, and the hand glides upward in c<5ntact with 
the inner surface of the womb. If the presenting part 
of the child blocks up the way in front of the hand, it 
must be pushed by the thumb to the opposite side (but 
without violence) as far as is necessary for the intro- 
duction of the hand. If the navel cord has fallen down, 
it is carried back into the womb, so that it may not be 
compressed by the arm lying in the vagina. If an arm 
has fallen down, the midwife leaves it in the vagina 
without disturbing it, as when the turning is completed 
it does not then get separated from the trunk ; this end 
is attained with most certainty by putting a loop round 
it. Within the womb, the midwife passes her hand 
upwards, with the flat of it towards the child's body, 
the back of it being turned towards the internal surface 
of the womb. It passes slowly and steadily onwards, 
over the abdominal surface of the child, or along the 
presenting side of the trunk, over the hip, on to the 
feet. In all this, the unavoidable pressure is directed 
towards the child rather than towards the womb„ whilst 
every care is taken to avoid any pressure on the navel 
cord. As the hand glides upwards over the child's body, 
she should bear in mind what parts she is touching, and 
observe whether the position of the child within the 
Womb is really what her examination made her think 
it was. As an incomplete foot presentation is more 
favourable to the course of labour than a complete one 
{see § 280), and as, considering the circumstances under 
"Which it will generally be the midwife's lot to turn, 
tlie operation will be most easily performed by bring- 
ing one foot down, the midwife will do best by 
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bringing down (yrdy one, and that the one that is 
lying lowest. 

If she has gone straight up the abdominal surface, 
the knees will generally be found not far from the face, 
and close to the elbows; the midwife must therefore 
be careful not to mistake the one for the other. She 
will be secure from this mistake if she carries her hand 
upwards by the side of the trunk, over the hips, and 
along the thighs. Whether she has chosen the one 
way or the other, she first presses the thigh back upon 
the abdomen with the forefinger, draws the leg to the 
thigh with the middle finger, and, holding it in this 
position, passes the forefinger over the heel and foot- 
sole up to the toes, in order to be quite certain that it 
is the foot ; she grasps this above the ankle, between 
the middle and forefinger, and draws it carefully down 
over the abdominal suif ace of the child, into the mouth 
of the womb, into the vagina, so far that the child's 
body turns itself, and the breech presents itself above 
the pelvic inlet. She seeks to aid the turning by push- 
ing the parts that lie in front sideways and upwards 
with the thumb of the hand that grasps the foot, at 
the same time pushing the head carefully upwards 
from the outside with the other hand. 

§ 302. 

Supposing the foot that is being drawn down has 
reached the upper part of the vagina, and moderate 
pulling will not bring it any farther, violence must 
never be used under any circimistances. This fact of 
the foot not coming farther is a sign that dif&culties 
have arisen. Frequently it is a uterine contraction, 
brought on by the presence of the hand within the 
womb, that hinders the turning. In this case the mid- 
wife must remain quiet until the other hand, laid upon 
the womb, tells her that the womb is relaxing agaiO' 
If no pain is present, and yet the foot does not follow, 
a loop must be put round it ; then the hand must be 
passed up the leg into the womb, and the other foot 
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brought down ; and now an attempt must be made to 
accomplish the turning by drawing on both feet at 
once. If this does not succeed, she must pass a loop 
round this foot also ; she then draws by means of the 
loops with one hand, and the other she passes into the 
vagina, and with it gently pushes back the part that 
hinders the turning. She continues this until the 
turning is completed, often with a jerk. 

§ 303. 

After the turning has been accomplished, the mid- 
wife again places the patient in the ordinary position, 
and proceeds just as if the case had been a footling one 
from the first. 



CHAPTER II. 

IBBE6ULAB SIZE AND FOBM OF THE CHILD. 

§304. 

The midwife forms an estimate of the size of the 
child, not only from the distension of the womb, which 
may depend in part on the quantity of the " waters," 
but principally by the size of the various parts as 
revesded by the external examination, and even by the 
greater or less amount of movement allowed within 
the womb. 

The size and hardness of the head are particularly 
important in labour. A large child has not always a 
large head. The midwife can in part estimate the size 
of the child's head by external examination, so long as 
the larger part of it is still above the pelvis. On ex- 
amining internally, she must particularly bear in mind 
the relation of the head to the pelvis — that is, how much 
of the length and breadth of the pelvic inlet is filled 
^p by the head. The hardness of the head is also to 
^ considered. A hard head is generally a large one. 
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Narrow sutures, small fontanelles, and a slight degree 
of movement between the different bones, allow a deci- 
sion on this point. But it is always difficult to ascer- 
tain the size and hardness of the head with accuracy, 
and the principal point for the midwife to observe is 
that, with a large pelvis, good pains, and a favourable 
presentation, the labour does not advance. A medical 
man must then be called in, and in the meantime the 
case treated exactly like one of contracted pelvis. 

§305. 

On very rare occasions, water in the head of the 
child is a cause of prolonged labour. The skull may 
then reach an extraordinary size. The midwife recog- 
nises the presenting hydrocephalic head, as it is called, 
by the thinness and yieldingness of the bones, the 
width of the sutures, and the size of the fontanelles. 
During the pains the edges of the bones separate far- 
ther and farther from each other, whilst at the same 
time the tension and feeling of elasticity increase ; occa- 
sionally the head bursts, and then, when the water has 
run off, the head enters the pelvis easily. If it does 
not do this, however, and if, notwithstanding strong 
pains, the head remains above the pelvic inlet, the 
very same dangers threaten the mother as if delivery 
were impossible on account of contracted pelvis or 
cross-birth. {^See §§ 246, 295.) In such a case, 
prompt medical aid is absolutely necessary. 

If a hydrocephalic child present with the breech or 
feet first, the head will remain behind after the trunk 
has been born. If the medical man, who will have 
been already called in on account of the foot presen- 
tation, be not yet at hand, the midwife veill herself be 
able to recognise the cause of the delay, in part by 
external examination, the womb still remaining of an 
unusually large size ; in part by internal examination, 
by the width of the sutures at the side of the head. 
If she does not soon succeed in getting the head into 
the pelvis by the usual methods, she must not nmke 
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any further attempts, but wait for the assistance of the 
medical man. 

§306. 

More rarely still, an extraordinary distension of the 
child's belly is a cause of difficult labour. It may de- 
pend on a collection of water in the abdominal cavity,, 
of urine in the bladder, or kidneys enlarged by disease,, 
etc. In such a case, whichever end of the child comes 
foremost, it advances as far as the abdomen, and there 
sticks fast. The midwife will not well recogiiise with 
certainty the cause of this unusual delay. She must 
send for a medical man, and avoid attempting to force 
the labour on by violent pulling at the parts that are 
bom. 

§307. 

Deformities of the child may be of manifold varieties, 
but they delay labour only when some particular parts- 
are greatly enlarged, also when some limbs are doubled j 
or when twins are grown together. The midwife will 
hardly be able to recognise these and such-like hin- 
drances to labour, but she must always abide by the 
rule to seek medical assistance in every case of unusual 
delay. 

Tie deformities most frequently met with are — 

1. Partial or complete absence of the- bones of the 
skull and of the brain. 

2. Hare- lip; splitting of the upper jaw; split' 
palate. 

3. A baggy protuberance, or a firm timaour, on the 
spinal column, most frequently in the region of the 
sacrum, or loins (fissure of the spinal column — Spina 
Ufida), 

4. Rupture of the navel, often of" considerable size, 
80 that a great part of intestines, stomach, and liver 
find a place inside; it sometimes ruptures during; 
labour. 

5. Conjoined lower extremities, which sometimes 
end in only one foot. 
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The midwife must bear all these deformities in mind 
when any unusual part presents itself. The labour 
is not so liable to delay as might be the case, as the 
children are mostly bom before the time. It will 
naturally be understood that such deformed children 
should not be shown to their mothers at once, and 
even later on care should be taken in doing it ; but a 
medical man should be called in immediately. 



CHAPTER III. 

DEATH OF THE CHILD DURING LABOUB. 

§308. 

The midwife knows the child is living during labour 
by the heart-sounds and movements of the child. K 
the cord is down, pulsation of it is a proof that the 
child is alive. 

§309. 

The midwife knows that a child is becoming weak 
by the sounds of the child's heart — when the cord is 
down, its pulsations — becoming weaker and slower. In 
head presentations, it is a bad sign if the child's faeces 
come away ; but in breech and footling cases, at least, 
after the breech has entered the pelvis, the occurrence 
is not of such unfavourable significance. 

§ 310. 

If the midwife has heard the child's heart-sounds 
loud and distinct in the early, part of labour, if they 
have then become weaker and slower, and if at last, 
after a thorough search, she cannot hear them at all, 
she may conclude with much probability that the child 
is dead. But if the heart-sounds were indistinct from 
the commencement, their disappearance is not so signi- 
ficant. The death of the child is beyond a doubt when 



FOB MIDWIVES. 231 

there has been no pulsation in a prolapsed (fallen) cord 
for hours, and the like also if signs of putrefaction 
show themselves in parts already bom. That move- 
ments of the child are no longer felt is no proof of 
death, as, after the escape of the waters, it often 
occurs that no movements are perceptible even in 
living children ; and just as little are the escape of 
foul-smeUing waters containing child's ffeces, softening 
of the scalp tumour, great looseness of the bones of the 
head, an open condition of the child's omua^ etc. 

§311. 

A child may die during labour from various causes. 
All those harmful conditions that interfere in any way 
with the due communication of the child with the 
mother's blood through the placenta weaken the child, 
and, if long continued, prove fatal. Amongst these 
are : pressure on the navel cord, rupture of the cord, 
premature separation of the placenta; further, the 
pressure the brain of a child undergoes in a difficult 
passage of the head through a narrow pelvis, or 
otherwise contracted genital passages, as by reason 
of this the heart's activity is lessened ; finally, every 
great and enduring diminution in the size of the 
uterine cavity, whereby the approach of bright red 
blood is hindered, as when the pains are very vio- 
lent, and follow one another with great rapidity, or 
when, after the waters are all discharged, and part 
of the child is out of the womb, labour is delayed. 
Under these circumstances the children are suffocated 
within the womb. Usually, in the pang of suffo- 
cation, urine and excrement are expelled, and they 
make premature attempts to breathe, in consequence 
of which the fluids within the genital passages — 
waters, excrement, mucus, and blood — are forced into 
the mouth and nasal openings. (Set § 86.) 

§ 312. 
The midwife must pay strict attention during labour 
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to all the signs, so that if any danger threaten the 
child, she may be aware of it at once. Being made 
aware, a medical man should be sent for immediately, 
for it is often possible to save the child by delivering 
speedily. We have already spoken of those cases 
where, medical assistance not being at hand, the mid- 
wife herself must attempt to bring the child into the 
world. In all cases the means employed for restoring 
apparently dead children must be in readiness. 

The death of the child, as a rule, has no special 
effect on the progress of the labour. The midwife 
should say nothing to the mother as to the suspected 
death of the child ; for her own justification, she may 
communicate her opinion in private to some of the 
relatives. But when the dead child becomes putrid 
within the womb, as it often does rapidly after the 
rupture of the membranes, and in the warm season of 
the year, and the fact is proclaimed by the discharge 
of stinking liquid, with bubbles of air mixed up with 
it, labour must be completed as quickly as possible, as 
a longer retention of a putrid child in the genital pas- 
sages might be very injurious to the mother. If, there- 
fore, a medical man has not been sent for already on 
account of those conditions that 'have brought about 
the death of the child, no time is to be lost. Until his 
arrival, the midwife should wash out the vagina with 
lukewarm water injections every hour or half-hour. 

If the decomposed child come breech or feet fore- 
most, the midwife must be careful not to pull at the 
trunk too strongly, as it may easily be torn away from 
the head, which would then be very difficult to get 
away. 
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(6) Irregvlar Lahour depending on the Remaining 

Portions of the Ovwm, 

CHAPTER I. 

IRREGULAR CONDITIONS OP THE MEMBRANES AND WATERS. 

1. Irregularities of Membranes, 

§ 313. 

The membranes may be too thin and tender, and on 
this account rupture too early, before the mouth of 
the womb is suflBciently dilated, and indeed before the 
commencement of distinct pains even. The membranes 
being ruptured, then the less closely the presenting 
part of, the child blocks up the mouth of the womb, 
the more completely do the waters flow off, sometimes 
slowly, sometimes more quickly. The injurious con- 
sequences of such an occurrence, and what the midwife 
can do to avoid or lessen them, have already been 
repeatedly spoken of. If this has occurred, the mid- 
wife must take care that her patient keeps in a resting 
position, and refrains from any premature bearing and 
pressing-down efforts. 

Often the membranes do not rupture at the point of 
the ovum, but at some higher spot, and then it may 
happen that only a small part of the waters flows off, 
and that gradually, whilst the opening is generally 
blocked up by the succeeding contractions of the 
womb. The presenting part of the child is felt in 
the mouth of the womb, covered by the uninjured 
membranes, and a bag of waters even forms, which 
later on ruptures. 

In other cases, only the chorion at first ruptures at 
the extremity. The bag of waters will then consist 
of the amnion alone, and this, notwithstanding its 
thinness, generally ruptures later, as the amniotic 
membrane is capable of much greater distension than 
the chorion is. {See § 314.) 

Sometimes the liquid that runs off is not the real 
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a/mniotic liquid, or time waters, but so-caiW.ed false waters 
that have collected between the decidual membrane 
and the chorion ; or the supposed waters do not come 
out of the uterine cavity at all, but are simply urine 
of a very watery quality, and without any smell, dis- 
charged from the patient unconsciously and in gushes. 
The midwife should suspect this when, notwithstanding 
the discharge of large quantities of liquid, the form 
and size of the womb remain unaltered. 

§314. 

If the membranes are too firm and tough, the 
rupture of them will be long delayed ; but if they are 
at the same time very distensible, this is generally no 
great disadvantage. The fruit-bladder is driven through 
the dilated mouth of the womb, deep down into the 
vagina, into the vulva even sometimes, and if there be 
but little or no water within it, the membranes some- 
times do not rupture until the moment when the head 
is bom. It is then born with a covering of me](nbrane 
over it — the caul, or " lucky cap," which the midwife 
must remove immediately, to free the openings of the 
mouth and nostrils. If the fruit-bladder is filled with 
waters, and the waters do not break after the mouth 
of the womb is well dilated, and the head is in a 
favourable position within the pelvis, then the midwife 
may rupture the membranes. To do this, she passes 
the forefinger close behind the pubic arch during a 
pain, and passes the tip of the finger into the fruit- 
bladder as if she would push it against the sacrum. 
As a rule, she will do better to wait until the mem- 
branes rupture of themselves. Only in case of the 
emergence of the membranous bag through the vulva 
should she grasp it with the fingers and tear it. 

It is worse when membranes that are too tough are 
at the same time not capable of stretching. The tip 
of the ovum will then be rendered tense, during the 
pains, by the waters, or the presenting part of the 
child; but the fruit-bladder will not be driven into 
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the neck of the womb, and through the mouth of it, 
as at other times, and it will therefore have but little 
mfluence in dilating these parts. In consequence of 
the dragging the inner uterine wall undergoes from the 
distended membranes, the pains are often agonizing. 
Sometimes the edge of the placenta is separated, and 
this gives rise to haemorrhage. In such a case the 
midwife may very easily be deceived as to the cause of 
the lingering labour, and on this account she should 
seek medical assistance if the stage of dilatation is 
very much lengthened out, and as soon as the above- 
named appearances show themselves. 

2. Irregular State of the Waters, 

§ M5. 

The waters may be too great in quantity. In such 
a case the midwife finds the womb much and uniformly 
distended, of a globular form, and by tapping it the 
fluctuation of the fluid can be distinctly felt. The great 
distension of the walls does not admit of the different 
parts of the child being so plainly distinguished by the 
touch ; moreover, the child is generally smaller than 
usual. 

Towards the end of pregnancy this condition may 
become very burdensome, from the painful disten- 
sion of the abdominal walls. At the same time the 
diaphragm is driven upwards, the breathing space 
is diminished, and consequently respiration becomes 
difficult. Not unfrequently labour sets in before 
the time. The uterine cavity is so roomy that the 
little foetus easily takes up an irregular position 
or attitude {see § 292), the pains are generally weak 
(see § 209), and after delivery the womb often con- 
tracts imperfectly. 

§316. 

If an excessive quantity of waters gives rise to 
serious difficulties during pregnancy, the midwife must 
Bend the patient to a -medical man. If labour has 
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commenced, then she should lie down early, so that she 
may not be surprised by the rupture of the membranes 
whilst in an upright position. If the child is in a 
faulty position or posture, a medical man must be 
called in, of course, the same if the dilatation of the 
womb is unduly delayed. The expulsion of the child 
should be left as much as possible to the pains 
themselves ; the patient should make very little use 
of voluntary efforts, and not at all towards the end 
of the labour. After the head is born, the midwife 
should try to prevent the too rapid advance of the 
trunk, by moderate and continued pressure against 
the perinaeum, until another pain comes on, and with 
the other hand the base of the womb should be grasped, 
so that its condition as regards contraction may be 
watched over. 

§ 317. 

With the membranes uninjured, and the child living, 
the quantity of waters is never actually found so small 
as to have an injurious effect on the course of labour. 
But, on the other hand, after the rupture of the mem- 
branes under unfavourable conditions, the waters may 
in greater part or even entirely flow off — ^an occurrence 
the considerable dangers of which, in regard to the 
child, have been repeatedly spoken of. (See §§ 211, 
246, 280, 295.) 

In like manner, the decrease of the waters in those 
cases in which a dead child is shrivelled up has been 
mentioned. {See § 198.) 

§ 318. 

Sometimes in head presentations the quantity of 
water within the fruit-bladder is small, although the 
quantity within the womb may be the usual one, or 
even abundant ; the membranes lie flat to the head, 
and are but little separated from it even during a pain. 
This is often the case when the head has fallen down 
into the pelvis during the pregnancy as the neck of 
the womb has unfolded, and so blocked up the passage 
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that the waters cannot pass by. Under these circum- 
stances the dilatation of the mouth of the womb goes 
on slowly, — the more slowly, the less the membranes 
are capable of yielding. If the membranes are very 
yielding, the child is often born with the " lucky cap " 
(caul). (AS'ee § 314.) The midwife can do nothing to 
relieve this condition, and in case of necessity, if the 
stage of dilatation be too long, she must call in a 
medical man. 



CHAPTER II. 

IRBEOULABITIES IN CONNECTION WITH THE NAVEL CORD. 

1. Descent of the Cord, 

§319. 

Descent of the cord is one of the most dangerous 
accidents that can happen to the child. A distinction 
must be made between the cord lying in advance of 
the head, when a loop of it is felt through the unrup- 
tured membranes, and descent of the cord, when it 
falls through the mouth of the womb into the vagina, 
after the membranes are ruptured. 

The cord may descend along with any part of the 
child ; it most frequently does so along with the head 
or feet (see § 280). It not unfrequently occurs in cases 
of cross-birth, but is then only of second-rate considera- 
tion. The method of procedure in footling and cross- 
bii*th cases, which independently of this require the 
attendance of a medical man, has already been de- 
scribed, and on this account only descent of the cord 
with the head will be mentioned here. 

As in other cases, the navel cord falls along with 
the head the more easily in proportion as the head 
is high up in the pelvis and the mouth of the womb 
is imperfectly closed by the presenting part. For this 
reason descent of the cord is most frequently met 
with in contracted pelvis. The accident is favoured 
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by length of the cord, or by its lying near to the 
internal mouth of the womb, as when it is attached 
to the lower edge of the placenta or twisted round the 
child's neck. 

§320. 

Descent of the cord is dangerous to the child from 
the pressure it undergoes whilst the child, and parti- 
cularly the head of it, is passing through the pelvis. 
The stronger and more continuous this pressure is, the 
more is the communication between\child and mother 
disturbed, and, it may be, cut oflf. The child must 
then as a matter of necessity die of suffocation. The 
midwife knows that the cord is pressed upon by its 
pulsations becoming weaker and slower. They regu- 
larly become so during a pain, and at the same time 
the cord feels fuller and harder. 

§321. 

As long as the head remains high up and loose 
above the brim, the midwife must bear in mind the 
possibility of a descent of the cord, and she must 
avoid everything that can favour the occurrence of 
this accident. She should therefore let her patient lie 
flat on her back, enjoin her to avoid all violent move- 
ments, all bearing-down during a pain, and examine 
carefully and accurately as to whether the membranous 
bag contains a soft, easily movable portion, which is 
recognised by its pulsation to be the cord. 

If the midwife finds a loop of the navel cord present- 
ing along with the head, she must send for a medical 
man without delay, if one has not already been called 
in on account of the narrow pelvis. It must be her 
first care, until his arrival, to keep the membranes 
unruptured, as, so long as they are kept entire, the 
cord undergoes no pressure, as a rule. She should 
place her patient carefully on the side opposite that on 
which the loop has come down, and strictly forbid her 
to bear down. This proceeding somewhat alters the 
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direction of the child in regard to the pelvis, and with 
this alteration the cord sometimes disappears from the 
pelvic inlet. 

§322. 

If the membranes are already ruptured, however, 
when the midwife first discovers the cord presenting, 
or if they rupture before the arrival of the medi(»I 
man, she should place the woman on her back, with 
the pelvis somewhat raised, and take care that the 
cord does not come out of the vagina. It is generally 
sufficient for this purpose to place the thighs together ; 
but if the cord should fall outside notwithstanding all 
this, it should be covered with a clean, moist, warm 
cloth. The patient must keep very quiet in the mean- 
time, and not bear down so long as the head is not in 
the vagina, so that there may be as little pressure on 
the cord as possible. But if the pains drive the head 
through the mouth of the womb, down into the vagina, 
the patient must assist all she can by strong bearings- 
down, as at this point nothing but a quick termination 
of the labour can save the life of the child. 

2. Irregular Shortness of the Cord, 

§323. 

Not only may the cord be rendered practically too 
short by being wound round the child (see § 112), but 
it may really be too short. The cord is rarely so 
short that the birth of the child is hindered thereby. 
If it should be so, however, the patient complains, 
with every pain, in the stdge of expulsion, of a tearing 
pain at some particular spot. Occasionally, when the 
pain goes off, a little blood escapes by the side of the 
child's head, for the reason that the dragging at the 
cord causes some premature separation of the placenta. 
All these signs are uncertain, however, and the midwife 
cannot be certain of the defect until after the birth of 
the child. In consequence of the dragging, the cord 
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may snap as the child is expelled, or the womb may 
be turned inside-out (inverted). For these reasons the 
midwife must keep a sharp eye on the uterine contrac- 
tions whilst the trunk is being expelled ; and when the 
child is born, she must lay it across and not too far 
from the genital parts of its mother. If any delay 
occurs, a medical man must be called in. 

3. Rupture of the Cord. 

§ 324. 

So long as the patient is lying down, the cord very 
rarely breaks before or as the child comes into the 
world. It does so more frequently if the child is born 
whilst the patient is in the standing or sitting posture 
— ^the child shooting out on to the floor. The midwife 
should immediately tie the child* s end of the cord, so 
that it will not bleed to death. If the cord is torn off 
close to the navel, a pad of linen dipped in cold vinegar 
and water should be laid on the bleeding spot, and 
pressure kept up over it with the finger, until the 
medical man, who should have been immediately sent 
for, makes his appearance. 

§ 325. 

Sometimes the cord is attached to the chorion at 
some distance from the placenta, so that the vessels 
run along the membranes separately to reach their 
destination (see § 41 ). It is unfortunate if such a vessel 
runs through a part of the membrane that covers the 
mouth of the womb, seeing that it may be ruptured 
along with the membranes. If the midwife, therefore, 
in her examination, feels a cord in the membranous 
bag which by its pulsation she knows to be an artery, 
it will be her duty to call in a medical man at once, in 
order that he may be on the spot when the rupture of 
the membranes takes place. For if one of the arteries 
of the cord were wounded, the child would bleed 
to death if the labour were not quickly completed. 
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Fntil the medical man comes, the midwife will of 
course do all she can to prevent too early a rupture of 
the membranes. 



CHAPTER III. 

IRREQULARITIBS IN CONNECTION WITH THE PLACENTA. 

1. Premature Separation ofths Placenta diering Labour, 

§326. 

When the placenta is attached in its usual place, it 
does not generally begin to separate until after the end 
of the labour, or at least not till towards the close of 
the stage of expulsion, and then only partially. As 
% rule, no blood escapes outwardly from this, as the 
foremost part of the child blocks up the way ; but the 
blood that has collected within the womb rushes out 
J,f ter the child, along with the remainder of the waters. 
rhe quantity of blood that collects is rarely great, as 
before the child is expelled there is not room for much 
in the contracting womb. 

§ 327. 

Occasionally, however, a partial separation of the 
placenta takes place in the period of dilatation, before 
the rupture of the membranes, and there is a flow of 
blood before the child. In such a case the placenta 
is generally attached near to the internal mouth of 
the womb. The midwife may suspect this when the 
Qaembranes feel rough and uneven, as they generally 
cU> near the edge of the placenta. Even if the placenta 
is attached high up, the less distensible and more firm 
the membranes are, the more liable is the placenta to 
separate during the pains {see § 314). Generally the 
bsemorrhages abate as the labour progresses, so long 
^ the placenta is not situated over the mouth of the 
Womb; in particular, they often cease at the «rL<l 
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of the first stage of dilatation, on rupture of the 
membranes. 

§328. 

If there be any considerable loss of blood during 
labour, the midwife must cause a medical man to be 
sent for. She must bear in mind that the blood may 
spring from a laceration of the womb, or the bursting 
of a varicose vein. How these hsBmorrhages are to 
be recognised, and what is to be done for them, 
has already been taught {see §§ 234,. 235, 252, 253). 
Those exceedingly rare haemorrhages that spring from 
rupture of the cord before the birth of the child 
{see § 324),. or from rupture of an artery running 
across the fruit-bladder (§ 325), are insignificant is 
quantity, although so dangerous to the child. If » 
premature separation of the placenta is a cause of the 
haemorrhage, the midwife, until the arrival of the 
medical man, must proceed according to the rules laid 
down for the treatment of placenta praevia. 

2. Delayed Separation of the Placenta {Retained 

Flacenta), 

This will be considered in the following section. 

(c) Irregvla/r Labour from Plural Pregma/ncy, 

§329. 

Twin biiiihs occur, on. an average, once in every 
eighty or ninety labours. Usually each child is enve- 
loped in its own amnion and chorion, with one decidua 
round them both. Sometimes, however, the two have 
one common chorion, and each its own amnion. In 
very rare cases they lie in the same cavity, enveloped 
in one common amnion and chorion. Where the two 
sacs touch each other, they are very closely united 
together. The placentas are sometimes separate; 
sometimes they have run together, and become one. 

Twin children are generally smaller and thinner 
than others; still, however, the combined weight of 
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the two is always greater than that of a single one. 
The two children may be of both sexes, but more 
frequently they are of the same. The growth of one 
is often behind that of the other. If one child dies 
during the pregnancy, it may be cast off, and the 
other may be retained and go on developing. Some- 
times the dead child remains along with the living 
one, and then it generally becomes shrivelled up and 
flattened (see § 198). 

§ 330. 

The signs of a twin pregnancy are very deceptive. 

The midwife may suspect a twin pregnancy when, 
on external examination, she finds the womb unusually 
distended, and when, at the same time, she feels part 
of the child and its movements at too great a distance 
from each other for them to belong to one child, and 
when she can hear the distinct sounds of a child's 
heart in two opposite places. The great distension of 
the womb may be caused by a very large child, or by 
an excessive quantity of waters. A very large child 
would be recognised by the unusual size of its various 
parts {see § 304), whilst with twins the different parts 
are notably small. In excess of waters, the womb is 
uniformly distended and elastic, and the different parts 
of the clnld are less distinctly felt (see § 315). It is 
only after the birth of the first child that the midwife 
can tell with certainty that a second is present. The 
small size of the child, in comparison with the size of 
the womb during pregnancy, has already caused sus- 
picion that a second is. to come. This ceases to be 
doubtful when, upon laying the hand upon the womb, 
the midwife still finds it unusually large, when she 
again feels the different parts of a child, and when, 
examining internally, she feels a second fruit-bladder. 

§331. 

In twin pregnancies the labour not unfrequently 
oomes on before its time. As a rule, both children 
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lie in the same direction within the womb, one above 
and before or behind the other. Frequently the head 
presents in both, or it may be the breech; or one 
presents the head and the other the breech. Cross- 
births are especially met with with the second child. 
Their origin is plainly favoured by the sudden empty- 
ing of the womb at the birth of the first child. 

The labour whilst the first child is being bom gene- 
rally goes on slowly, for the reason that the great 
distension of the womb is usually the cause of feeble 
pains {see § 209). After it is born the pains are gene- 
rally absent for a ilittle while. Twenty-four hours, 
and even more, may pass away before they return, 
but the interval is generally shorter. When the 
pains do return, the birth of the second child is 
generally completed rapidly. 

The after-births are generally expelled after the 
birth of the second child ; in exceptional cases, how- 
ever, the first child is followed by its own after- 
birth. After such a complete separation of the two 
sets of membranes, it may happen that the second 
child is bom with its. membranes entire. 

In the after-birth period violent haemorrhage is to 
be dreaded, partly because the bleeding surfaces are 
much greater than in a single birth, and partly because 
the already weak contracting power of the womb may 
easily be exhausted by the double labour. 

One of the most unfortunate occurrences in twin 
labour is the presentation of parts of both children at 
once. This may happen when both are contained 
within one amnion, or when the second set of mem- 
branes ruptures before the first child is bom, as, for 
example, when the trunk of the first child is bom and 
the head of the second enters the pelvis before that of 
the first. 

§332. 

In general, the mortality both to mothers and 
children is somewhat greater in twin births than in 
single ones. 
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Even before the labour, the nutrition of the mother 
suffers more than in single pregnancies {see § 55). 
The pressure of the more greatly distended womb 
upon the neighbouring organs causes increased diffi- 
culties. Not unfrequently a disease of the kidneys 
is set up, which manifests itself by swelling of the 
face and hands, and which may set up general con- 
vulsions {see §§ 190, 257). To these are added the 
often tedious labour, severe haemorrhages in the after- 
birth period, and sometimes also in the childbed 
period. 

The children are specially endangered through their 
development being generally less perfect than in 
single pregnancies. Moreover, as the womb is much 
diminished in size after the birth of the first child, 
premature separation of the placenta may easily take 
place. Finally, the dangers that general convulsions 
bring with them have already been spoken of (see 
§ 257). 

§333. 

If the midwife believes in the early part oi the 
labour that she has discovered the presence of twins, 
she will do well to inform a medical man, even if 
she can discover no other irregularity. One must 
certainly be called in if any symptoms that fore- 
shadow general convulsions show themselves, or if 
portions of both children present, or even enter the 
pelvis together. 

If, after the birth of the first child, the midwife 
has ascertained that there is a second present, she 
should at once tie the mother's end of the navel cord 
as well as the other, so as to avoid any possibility of 
the second child bleeding to death, as the two children 
may have but one placenta. 

She should not tell the patient suddenly, but inform 
her by degrees, that there is a second child. 

Even if some hours elapse after the birth of the 
first child, and the pains do not return, the midwife 
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should do nothing to bring them on, but should limit 
herself to looking after the comfort of her charge. 
But if the second child should have a faulty position, 
or should anything special — such as haemorrhage — come 
on, she must insist on a medical man being called in. 
Even if no disturbances have shown themselves in 
either mother or child, this must be done if after six 
hours' waiting the pains do not return. 

Whilst the second child is being expelled, and after- 
wards, the midwife must keep a particularly sharp eye 
on the contraction of the womb. 

In all cases she must mark which child has been 
born first, as first-bom children often have special 
rights. 

The after-birth belonging to the first child generally 
comes into the vagina, but the midwife should not 
make any attempt to take it away until she can feel 
the point of insertion of the second navel cord behind 
the genital fissure. 

If, as sometimes occurs in exceptional cases, after 
the expulsion of the first after-birth, the second child 
is bom with its membranes entire, she should, of 
course, rupture them immediately, so that the child 
can get air. 

§334. 

Births of more than two children at a time are very 
rare. Triplets occur only once in about eight thousand 
cases. Four or five children at a birth are much rarer 
still. That more than five can be borne at one birth 
has not been proved. The prospect of keeping the 
children alive is very small ; at the most, occasionally 
one of triplets survives. The midwife proceeds as in 
a case of twins. 
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SECTION ITI. 

IRREGULAR AND UNHEALTHY CONDITIONS OF 
MOTHER AND CHILD IN THE AFTER-BIRTH 
PERIOD, AND IN THE HOURS IMMEDIATELY 
FOLLOWING LABOUR. 

CHAPTER I. 

IRREGULAR AND DISEASED CONDITIONS OF THE MOTHER. 

1. Irreguia/r Discharges of Blood from the Genital Parts, 

§335. 

AU discha/rges of blood from the genital parts, after 
labour, which do not come in gushes, but, on the contrary, 
a/re steady a/nd uninterrupted in iheirflow, are irregular 
and demand medical aid, even although the bleeding 
may not be excessive at the time. 

The most frequent cause of such an uninterrupted 
flow of blood is a/n insufficient contraction of the womh 
after the birth of the child, in consequence of which the 
open mouths of the uterine blood-vessels, at the spot 
where the placenta was attached, are not closed as 
usual (see § 85). 

This imperfect contraction is principally observed in 
those cases in which the power of contraction has been 
exhausted by a long and difficult labour {see § 247), or 
in which it has been but feeble from the commence- 
ment; for example, in consequence of excessive dis- 
tension of the womb from too much waters, twins, etc., 
particularly when under such circumstances the mid- 
wife has extracted the partly bom child without any 
assistance on the part of the mother ; and also when 
too violent pains have emptied the womb rapidly and 
suddenly (see § 207). The labour may, however, have 
been perfectly regular. In many women, flooding 
comes on after the birth of every child. 

§ 336. 

Sometimes the womb does not properly contract im- 
mediately after the expulsion of the child, but remains 
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large and soft. M<M*e frequently it relaxes later on — 
one or two hours after the birth of the child, and after 
the after-birth has come away, although it may have 
contracted well at first. By stronger pressure there is 
a slight and temporary contracticai, but the hardness 
soon disappears when the pressure is taken oflT. The 
womb may be relaxed to such a degree that it is 
scarcely recognisable by the hand. The more imper- 
fectly the womb contracts, and the more it is already 
separated from the placenta, the greater is the loss d 
blood. It is sometimes so great that the eflfects of 
loss of blood show themselves within a few minutes : 
blanching of the face and lips ; fainting and frequent 
yawning ; noises in the ears, dimness of sight, nausea, 
vomiting, coldness of the limbs, restless tossing to and 
fro and throwing about of the limbs, anxiety, sighing 
breathing ; finally, deep faints, with complete loss of 
consciousness. The danger to the patient is then ve^ 
great. But a flooding that is alight in itsdf may he 
dcmgerous from its long continiuimce, and its important 
effects may suddenly show themsdves in surprising 
strength. [I have never seen a patient die from post- 
partum haemorrhage that vomited, and I am therefore 
inclined to look upon it as a favourable symptom.] 

§ 337. 

In some cases, notwithstanding the womb is large 
and soft, there is no haemorrhage, nor any change pe^ 
ceptible in the appearance or condition of the patient. 
In such a case the placenta is not yet separated, and 
no haemorrhage makes its appearance until stronger 
pains have come on and separated the placenta. 

§ 338. 

More frequently, however, when the womb is not 
well contracted, the absence of an outward flow of 
blood is caused by some block in the mouth of the womhy 
such as a large blood-clot, or the completely separated 
placenta, which keeps the poured-out blood in the cavity 
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of the womb. Internal hsemorrhage is dangerons in 
tlie extreme, for the amount of blood may be very 
great, and, as it increases, the contracting power of 
the womb becomes less and less. Usually for a little 
while before this the blood had been flowing steadily, 
and then it has stopped, although stronger pains have 
not come on. Unless this condition is recognised in 
proper time, the womb may become distended by the 
pent-up blood to a high degree. Sometimes the 
patient feels a sharp and painful dragging in the 
pelvis ; and on the midwife examining internally, she 
finds a large blood-clot in the vagina, and cannot 
reach the mouth of the womb. At the same time 
those consequences oi loss of blood that have been 
mentioned show themselves. 

§ 339. 

When the midwife knows that a patient has a tenr 
dency to flood after hhouvy she should earnestly advise 
her to c^Jl a medical man in to the coming labour, 
from the commencement. 

But above all, the midwife must avoid everything 

during the labour that can favour the coming-on of 

flooding afterwards. For this reason she should not 

suffer her patient to bear down too early, and thus 

exhaust her strength in vain; still less should she 

encourage her to do so (see § 209). After the birth 

of the head, she must strive to prevent the headlong 

expulsion of the trunk {see §§ 208, 316); she must 

avoid completely extracting the half -born child hastily 

^thout the co-operation of pains {see % 114); and, 

finally, when the contracting power of the womb has 

been weak from the commencement, or when it has 

been exhausted by a lingering, difficult labour, or 

when the violent pains give rise to a fear that the 

womb will be emptied too suddenly {see § 335), she 

must watch the uterine contractions with particular 

care all the while the trunk is being expelled, and for 

some time afterwards {see § 113). 
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After the birth of the child, the patient should be 
placed carefully on her back, and care should be taken 
to keep her as quiet as possible, the thighs lying 
straight out and close together, so that the formation 
of clots may not be disturbed by movement, as by 
these the openings of the bleeding vessels may be 
closed up. With all this, she must be watched with 
the utmost care, lest the dreaded haemorrhage come 
on without being noticed. 

§ 340. 

As soon as the midwife discovers that blood is flowing 
from the genital parts, not in gtishes, but with a steady ^ 
coTdimicmsJlow, she mibst call in the nean'est mediccblmm 
as quicMy as possible. In the meantime she must bestir 
herself to excite stronger contractions of the womb, for 
it is by these alone that the flooding can be stopped. 
For this purpose she seats herself by the side of the 
patient (who must keep flat on her back, as has just 
been stated), grasps the base of the womb with one or 
both hands, and at short intervals inibs gently round and 
round, at"^the same time never ceasing to press thefrorU 
wall of the womb agai/nst the back with a steady, equable 
pressure. She need not be alarmed, and should not 
allow herself to be deceived, if this proceeding at first 
causes a more copious outward flow of blood, as this is 
only the result of a general and more powerful con- 
traction of the womb, that is now driving the blood 
that has been already poured into its cavity out of it 
again. She must rather continue to keep up this 
pressure for hours together, until the medical man 
comes, or until she has gained her object. She can 
assist in attaining this object very materially by allow- 
ing a skilled assistant to take her place in grasping 
the womb, whilst she herself injects hot water, 110 to 
115 degrees Fahr. {see § 166), into the vagina, against 
and into the mouth of the womb. 

The midwife must never allow herself to be led astray 
into attempting to stop the hsemorrhage by plugging 
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the vagina, as this will only stop the (mtward flow of 
the blood, and only turn an external haemorrhage into 
an internal. 

If the after-birth has not yet come away when the 
flooding sets in, the midwife, as soon as her treatment 
has succeeded, and the contracted womb is noticeably 
diminished in size, must see from time to time whether 
it has become separated in the interval, and come far 
enough down in the vagina to be taken away. Until 
the aiter-birth is away, the complete stoppage of the 
flooding is not to be expected. 

§ 341. 

Wherefore, if the means above mentioned have not 
been successful in stopping the bleeding, and the con- 
tinuance of it brings the woman's life into danger, the 
after-birth must be separated and removed artificially. 
This is always a difficult operation, which is best per- 
formed by the hand of a medical man ; but if the 
greatness of the danger does not allow of waiting for 
one, the midwife must proceed to do it herself, using 
the needful caution. She proceeds in the following 
manner : — 

Before commencing, she should place a cushion under 
the patient's hips, so that the genital parts may lie 
high and free. She should then seat herself again by 
the side of the patient, and holding the navel cord a 
little on the stretch with one hand, she should pass the 
other, well oiled, into the vagina, and along the cord 
into the mouth of the womb, the same as ior turning. 
She should then Jet go the cord, and support the base 
of the womb from without with the hand > thus set at 
liberty. If she finds a portion of the placenta already 
separated, and lying in the mouth of the womb, she 
should push her hand carefully upwards between it 
and the uterine wall, so that the back of the hand is 
turned towards the inner surface of the womb, and 
carefully peel off the remainiiiig attached portion of the 
placenta with the littlerfii^ger-side of the hand, follow- 
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ing every movement of this hand by corresponding 
movements of the hand that supports the womb ex- 
ternally. If she has separated the placenta completely, 
and then feels that the womb contracts strongly, she 
withdraws the after-birth (completely encircled with 
the hand) out of the womb into the vagina, and 
through the genital fissure,— slowly and carefully, 
however, to avoid tearing the membranes, perhaps 
still partially attached. But if the womb still remains 
relaxed after the separation of the placenta, she 
should rub it gently with the back of the hand, at 
the same time making use of pressure in the opposite 
direction by means of the external supporting hand 
until pains come on. 

More frequently the midwife finds the separated pw- 
tion not yet descended to the mouth of the womb. If 
the hand now passes into the womb, it finds itself in the 
emptied cavity of the ovisac, and everywhere separated 
from the internal surface of the womb by the smooth- 
feeling membranes. Under these circumstances, she 
should then try to find out, through the membranes, at 
what spot the edge of the placenta is already separated, 
and having found it, here push her hand, carrying the 
membranes carefully before it, between the placenta 
and the womb, separating the one from the other in 
the manner above desc^-ibed. If she proceeds in this 
very carefully, and the membranes are not very easily 
torn, she may complete the sepa.r&tion, from tvtthin the 
oviaaCy without her hand coming into contact with the 
inner surface of the womb at all. 

The after-birth, thus a/rtifidally removed, Ttiust alwayf 
he kept tUl the a/rrival of the medical ma/n who ha>s been 
caMed in, even when she believes that everything has 
been brought away, and that neither any part of the 
placenta nor of the membranes has been left behind 

(see § 122). 

§342. 

If the midwife has conscientiously followed the in- 
structions laid down, she will generally be able to avoid 
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an internal bleeding (that is, the collection of a large 
quantity of blood in the uterine cavity), or at any rate 
to recognise it as it is formed. She must in such a case 
immediately remove the blood-clots out of the vagina 
and womb by passing in two fingers, or if need be the 
whole hand. If she finds the mouth of the womb 
blocked up by the separated placenta, she passes the 
hand beyond it, and presses it slowly into the vagina 
and through the genital opening, at the same time 
pressing upon the womb from without with moderate 
force. After she has removed the hindrances to the 
flow of the blood from the vagina and mouth of the 
womb, the case must be treated like one of external 
haemorrhage. But here she ought not to confine her- 
self to the milder measures of treatment, but at once 
inject hot water into the womb. 

§ 343. 

Even after the after-birth has come away, and the 
midwife has succeeded in bringing the flooding to a 
standstill, she should not cease her watchfulness. The 
patient must continue to lie flat and at perfect rest for 
some time, and avoid every movement. The midwife, 
with her hand on the patient's abdomen, should keep 
watch over the womb, which usually has a tendency 
to become again distended, and from time to time 
examine the napkin that has been placed before the 
genital opening, to see what quantity of blood is coming 
away. Until the after-pains set in, and the heat of 
the body is restored, the bleeding may easily come 
on afresh. If the patient is very weak, the midwife 
should give her broth, or water with yolk of egg, sugar 
and cinnamon, a little at a time, also one or two 
tablespoonfuls of wine or brandy diluted with water. 
In such cases a medical man is always indispensably 
necessary ; and the greater the weakness, the greater 
the necessity for one. 

§ 344. 

The cases are very rare in which a steady and con- 
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tinuous loss of blood is met with after labour, with the 
womb at the same time contracted. If the case hss 
been one of placenta prsevia, it may arise from impei> 
feet contraction of the lower segment of the womb, 
the spot where the placenta was attached, whilst the 
whole of the upper portion is well contracted and hard 
{see § 183). But when the placenta has been properly 
situated, the cause of the irregular loss of blood is 
then to be sought in injuries to the genital passa^ 
during labour. The haemorrhages from lacerations of 
the womb and vagina have already been spoken oi(8€e 
§ § 234, 252, 253) ; haemorrhage from lacerations of the 
perinseum will be discussed later on. 

2. Belayed Separation and Expulsion of ike Aft&r-Urih* 

§345. 

As a rule, the after-birth is cast off within an hour 
after the birth of the child. A longer retention is an 
irregularity, and may be caused — 

1. By a faulty (too weak or irregular) contraction of 
the womb. 

The womb is larger and softer than usual. There is 
always some irregular haemorrhage associated with it 
as soon as a part of the placenta is separated at the 
edge. The haemorrhage is not unfrequently con- 
siderable {see § 336). If the whole of the placenta 
is separated, the bleeding is generally less, as the 
womb can then contract more uniformly ; and these 
contractions, although they may be too weak to expel 
the atter-birth, are still strong enough to check or 
entirely stop the flooding. 

2. By spasm of the womb. 

The parts about the internal mouth of the womb 
are generally the seat of the spasm. On examining | 
internally, the midwife sometimes feels a comer of the j 
placenta, by the side of the cord, projecting through the j 
contracted part. The contractions are painful; the 
patient complains of a sharp dragging in the sacrum i 
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the womb does not harden uniformly ; the part near 
the spasm feels drawn in and harder than the rest, and 
is tender to the touch ; there is, moreover, consider- 
able hsemorrhage generally, as the upper part of the 
womb contracts only imperfectly. But even when 
the flooding is moderate, the collapse of the patient is 
often so great, in consequence of the violent pain, 
that she gives you the impression of one dying of 
hsemorrhage. 

3. By a too firm attachment of the placenta or 
membranes to the womb. 

This is but a rare occurrence. It is never more 
than in patches that the placenta is too firmly united 
to the womb by sinewy bands. In such a case, although 
regular after-pains are present, and the womb contracts 
powerfully, the placenta only separates partially, and 
does not come down into the mouth of the womb. 
Every contraction is attended by great pain; the 
womb at the same time feek unusually hard and 
knotty; a more or less sharp bleeding comes on in 
gushes. Sometimes the after-birth is only kept back 
by a too firm union of the membranes with the womb ; 
in that case the placenta may be completely separated, 
and may even have come down as low as the mouth of 
the womb. 

§346. 

Betention of the after-birth, or even of a portion of 
it only, is an exceedingly important matter. At first 
repeated, often violent, haemorrhages may be feared. 
To these are added the dangers that are associated 
with decay of the retained portion. By these, serious 
diseases may be set up in childbed, which may easily 
have a fatal ending. 

§347. 

If no very great amount of flooding is present, and 
no unusual accident occurs, the midwife may quietly 
await, for an hour or two, the expulsion of the after- 
birth, when, however, she ought to follow consciexx- 
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tiously the instructions previously laid down (see § 120). 
She must a/void all rough puMing at the mouth of the 
wombf or dragging at the cord. She might cause 
hssmorrhage, spasm, or even an inversion of the womb, 
by these proceedings. Neither ahovld she permit the 
patient to try to expedite matters herselfby/brcMe voltm- 
taryhearing-down, intentional coughings, or blovnnginto 
the hands. If at most two hours have elapsed, and the 
after-birth is still retained, she must cause a medica> 
man to be sent for, earlier, indeed, if the haemorrhage 
is serious, or any untoward accident has occurred. 
Until his arrival, if the pains are plainly feeble, she 
must endeavour to excite them by the means mentioned 
above {see § 340). If spasms are present, however, 
she ought not to make use of cold injections: she 
should then confine her attempts to bringing on 
equable contractions, to gentle rubbing of the womb 
with the warm hand ; laying hot cloths on the lower 
part of the patient's abdomen, if violent haemorrhage 
does not forbid ; and letting her drink a cup of very 
hot camomile tea. She may also give her twelve to 
fifteen of Hofiman's Drops on sugar. 

§348. 

Only where there is flooding that cannot be stopped 
in any othet way, the contintujmce of which threatens th/t 
life of the patient, is the midwife hersdf to separate the 
placenta. {See § 341.) 

It is very bad if she meets with a case in which the 
attachment of the placenta is so firm that it cannot be 
separated from the womb without force. Nothing 
remains then to the midwife but to leave the attached 
piece in its place, and scrape away the separate parts 
from around this with the finger nail, and remove 
them. After every such difficult separation of the pla- 
centa, she must caU in a medical mem, and show him 
the after-birth. 

If the midwife finds the internal mouth of the womb 
closed up on account of spasm, she should not use any 
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force, but leave the separation of the placenta tmtil the 
spasm has passed away. 

In the same way she should not attempt the sepa- 
ration if, after a premature labour, the canal of the 
neck of the womb is unusually narrow. If a more 
copious haemorrhage comes on in such a case, a hot 
water injection into the womb is generally suficient 
to stop the bleeding and bring about the expulsion of 
the after-birth. 

3. Inversion of the Womb. 

§ 349. 

One of the most unfortunate, but happily one of 
the rarest, occurrences after labour is inversion of the 
womb, in which the base of it sinks down inwards. It 
may sink in so far that the womb is actually turned 
inside out, and the base and body of it come out 
through its mouth. The inverted woi|ib, if the vagina 
itself is inverted also, — that is, if it falls down inwards, 
— may even fall through the genital fissure. Such an 
inversion can only take place, so long as the womh^ 
after the hirth of the child, is wholly or in part relaxed^ 
if the base of it is then drawn down by pulling at the 
cord, or more rarely by pressure from above, by violent 
bearings-down and pressure on the part of the patient 
herself. If an inversion once begins, it mounts to a 
higher degree rapidly ; but it does not always do so, 
and it may stay at the stage of simple depression of 
the base. 

As a rule, the midwife, by conscientiously following 
the teaching laid down, will be able to avoid an in- 
version. If in cases in which the pain has been too 
strong, or the quantity of waters too great, she does 
her best to prevent the womb emptying itself too 
rapidly {see §§ 207, 208, 315, 316); if she does not 
extract the half-bom child too rashly {see § 114); if 
throughout the labour she has any reason to fear that 
the womb will be relaxed after the child is bom, and 
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she carefully watches the uterine contractions as the 
trunk is being expelled, and for some time after (see 
§ 339) ; if she avoids dragging at the cord when it 
happens to be looped round the child's neck, or when 
it is too short {see §§ 112, 323), and carefully avoids 
pulling at the after-birth before it is in the vagina, 
she may confidently hope never to meet with such an 
unfortunate occurrence in her practice. [My own 
conviction is that inversion of the wopab is always 
caused by partial attachment of the placenta. Part 
of it hangs down into the cavity, and part remains 
adherent. The womb, in its efforts to expel the pla- 
centa, contracts, grasps, and drags it down, and the 
part of the womb to which it is attached is thereby 
drawn down after it into the uterine cavity. When 
once the process of inversion has begun, every con- 
traction of the womb carries it a step further, until 
at last total inversion takes place. The womb is 
turned completely inside out. It is only in this way 
that a polypus of the womb can cause inversion, and 
a placenta partially attached acts in the after-birth 
period precisely the part that the polypus does when 
it produces inversion ; of course dragging at the cord, 
in trying to remove the placenta, will increase the 
danger of inversion.] 

§350. 

Usually with the inversion a rapid loss of blood 
takes place, as a portion of the after-birth is almost 
always detached. To these is added violent and pain- 
ful bearing-down in the pelvis. Soon symptoms of 
collapse set in; the patient grows pale and cold, 
sickness, fainting, and convulsions set in, and tvitho^ 
speedy help life may soon be lost, partly through loss 
of blood, partly from collapse from the violent im- 
pression of pain, that the dragging and jamming of 
the descended parts within the mouth of the womb 
give rise to. 

Even at the first threatening appearances the mid- 
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wife must lay her hand upon the patient's abdomen 
at once. If an inversion of the womb is present, she 
will find the base of it dented in, or in the higher 
degrees of it, no trace of the womb will be felt. On 
examining internally, she feels a large, globular, firm, 
and tender tumour in the mouth of the womb, or in 
the vagina, or she even sees a dark bluish-red bleed- 
ing substance, to which, as a rule, the partly detached 
placenta is still adhering. The haemorrhage in com- 
plete inversion is sometimes less than in the lesser 
degrees of it. 

§ 351. 

Considering the extreme danger the patient is in, 
the nearest medical man should be called in as quickly 
6M possible. In the meantime, in order to lessen the 
pressure of the entrails upon the pelvis; let her place 
the patient on her back, with the hips raised, the 
upper part of the body lowered, and forbid the least 
pressing and bearing-down. If the inverted womb is 
lying outside the genital opening, let her take hold of 
it with both hands (well oiled), and try, the same as in 
a case of simple falling of the womb, to push it back 
into the vagina. {See § 156.) If it is lying in the 
vagina, or has been brought back there, it should be 
kept there by gentle pressure with the fingers. By 
placing her finger upon the separated portion of the 
still adhering placenta, and pressing it against the 
womb, she not only avoids an immediate irritation of 
the latter, but moderates the bleeding at the same time.. 
If the pressure is not enough to do this, she takes 
cloths dipped in hot water and presses them against 
the womb. 

If the signs of collapse are very urgent, a little 
wine or brandy and water should be given. 

4. Rupture of the Perinceum, 

§ 352. 
Even after supporting the perinseum with every care 
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{see § 111), the midwife, under some unfavourable cir- 
cumstances, and especially in women bearing their first 
child, will not always be able to prevent a rupture 
of it ; although therefore a ruptured perinseum is not 
always a matter for which the attendant can be jnstlj 
reproached, yet under all circumstances the midwife 
would be very blameworthy if she overlooked one, or 
intentionally sought to hide one. 

§353. 

Every deeper rupture of the perinseum during labour 
is an occurrence much to be lamented.. The bleeding 
from the wound is indeed generally trifling, and even 
more copious haemorrhages may generally be quickly 
stanched by hot water applications. But as the 
wounded surfaces heal up, they rarely grow together 
without an artificial union, and an irregular opening 
is left which often causes great inconveniences, espe- 
cially falling of the vagina and womb. The higher 
the rent reaches up the vagina^ the worse it is. If it 
reaches into or nearly to the seat, the woman loses 
the power of keeping in liquid motions and wind. 
Those cases are very rare in which the perinseum is 
torn in the middle, whilst the genital and anal openings 
remain uninjured. 

If there is any want of care, a bad inflammation 
may easily be set up in the perinseal wound, made filthy 
by lochial discharge and urine, which may have bad 
consequences even though the injuries may be but 
slight. 

§ 354. 

It is therefore the duty of the midwife to examine 
the perinseum carefully after every labour (see § 121), 
and to call in the assistance of a medical ma/n in am>y 
case of deeper laceration, as the above-mentioned in- 
jurious consequences can only be avoided by artificially 
uniting the two wounded surfaces at once. The further 
treatment is then left to the decision of the medical 
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man. Still let the midwife note the following roles 
for the treatment of slighter ruptures. The patient 
should lie exclusively on her side for several days, 
without moving her thighs from one another, in order 
that the wounded surfaces may remain as near each 
other as possible, and that the lochial discharge may 
run off forwards. She should not even turn herself 
from one side to the other, but be carefully lifted 
round whenever she is obliged to turn. The wounded 
part is to be kept as clean as possible by frequent 
washings with warm water, done so as not to give 
pain. If the edges of the wound and the genital folds 
swell much, they should be fomented with camomile- 
tea. It is well if the patient do not have her bowels 
opened till the fourth or fifth day; but from this 
time the midwife must keep them open by daily in- 
jections. 

CHAPTER II. 

APPARENT DEATH OF THE CHILD. 
§355. 

The child is said to be apparently dead if, after it is 
born, although alive, it does not exhibit the usual signs 
of life, — it neither cries, nor breathes, nor moves in any 
other way, or at most makes some few feeble attempts 
to breathe. The heart still beats, however, as ihe 
midwife may partly see and partly feel with the hand 
laid on the chest ; frequently the navel cord is still 
beating, at any rate in that part of it that lies nearest 
the navel. For the rest the midwife must look on 
every child as apparently dead that is bom without 
the signs of life, and treat it as such, so long as it 
does not exhibit the plain signs of softening, such as 
peeling of the outer skin (see § 198), or putridity. 

§356. 
The causes of apparent death are the same as those 
that cause actual death during labour, but in the latter 
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case they are either in action longer or more violently. 
All apparently still-born children have been in danger 
of suffocation during labour. From this cause the 
mouth and nasal openings are generally found to be 
blocked up with discharge from the genital passages 
of the mother, in consequence of too early at*^nipts 
to draw in breath ; frequently also the surface of the 
body is covered with Tneconium (see § 311) ; otherwise 
the children exhibit various appearances. Those that 
are far gone look white, with light blue colouring of 
their lips ; the limbs hang down lifeless. If they are 
not so far gone, the face is often of dark red or blue- 
red colour ; the limbs are firmer and less flaccid. 

§ 357. 

In every case the midwife must immediately make 
attempts to restore animation, as in most cases the 
child's life can still be saved by proper treatment. 

The first thing to be done is to excite respiratory 
movements (to make the child breathe). 

If the mouth and nostiils are blocked up with slime, 
meconium, etc., they must first be cleared out, so that 
air can enter the lungs freely. Let the midwife there- 
fore empty out the nostrils by carefully squeezing them, 
and clean out the cavity of the mouth by passing the 
little finger of the right hand far in, and then drawing 
out the collected mucus. (Of course the finger must 
not be soiled with blood, etc., whilst being used.) 
This must be done directly the child is born, lest the 
first attempts to draw the breath drive the mucus, 
which is often tough, deeper into the larynx and air 
tubes, and perhaps produce complete closure of them. 

In the slighter cases of apparent death, gentle 
rubbing of the breast, repeated blowing on the child's 
face, and sprinkling it with cold water, are often 
enough to restore breathing. 

If these means are not sufficient, the midwife must 
cut the cord, as more vigorous means for restoring 
animation can only be put in force after the child is 
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separated from its mother; and after the blood has 
ceased circulating in the placenta, it is of no further 
use to the child to keep up the communication between 
them. If the child's countenance is very red or blue- 
red, and swollen, the midwife should let one to two 
tablespoonfuls of blood flow from the child's end of 
the cord before tying it up. She should first tie the 
cord a good handbreadth from the navel, so that if 
blood-letting shows itself necessary,^ there will be room 
to cut it through again. Later on she can tie it again, 
and cut it off' closer to the navel. 

§ 358. 

The most important means of restoring animation is 
a warm hath, which must, however, cover both breast 
and body of the child completely, whilst the employ- 
ment of all other means must be still proceeded with ; 
and the water must be constantly kept at the proper 
heat by carefully pouring fresh water im. The midwife 
must take care that it is not made too hot ; and to 
guard against this, it should always be tried with 
the bare elbow as well as with the hand. Midwives 
may easily make the mistake of preparing the bath 
too hot. 

In the bath the midwife gently rubs the child's 
breast and back, sprinkles the face and chest with 
quite cold water, and drops either this or cold brandy 
from a height upon the pit of the child's stomach, 
which she afterwards warms again in the bath ; she 
brushes the soles of the child's feet with a brush; 
from time to time she lifts the child out of the water, 
and smacks it, not very hardly, on the buttocks with 
the flat of the hand, or swings it once or twice up 
and down with both hands, or dips it for a moment 
up to the neck in a vessel containing cold water, and 
then puts it into the warm bath again directly. 

§359. 
If no respiratory movements follow, it is a sign that 
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the child is so nearly dead that it has no power of 
breathing, that its nerves do not respond to the 
stimulus of unpurified blood, and so do not set the 
respiratory apparatus in motion, and the midwife 
must commence artificial respiration without delay — 
that is, by turns expand the chest, so that the air can 
enter it, and then press it in, so as to expel that 
which has become useless. (See § 8.) 

This does take place to a certain extent if, when 
the child is in the bath, one hand is placed under its 
back, and the chest is raised, whilst the head, pelvis, 
and ai-ms fall back, and then afterwards the child is 
l)ent forwards, and the chest gently compressed at the 
same time. 

The following is, however, the more effectual method. 
The midwife takes hold of the child by the shoulders 
in such a way that the thumb of each side lies on the 
front of the chest, the forefinger runs from behind 
into the armpits, and the three other fingers lie along 
the back in a slanting direction, whilst the head is 
supported in the hollow of the two hands, Then 
fixing herself with the legs somewhat apart, and the 
upper part of the body bent forwards, she thus holds, 
with arms hanging down before her, the limp and 
motionless child, bearing in mind that the child's 
chest is not to be compressed by the grasp, but that 
its body should just rest by its two armpits on her 
iiwo forefingers. Without delay she then, with her 
arm still extended, lifts the child out of this hanging 
position so far upwards that the end of the child's 
trunk falls gradually by its own weight, whereby the 
weight of the child now falls on the thumbs, which 
are extended over the front of the chest.* By this 
falling of the child's pelvis over the belly, the contents 
of the chest are so strongly compressed, that the 
fluids that have entered through the mouth and nasal 
«openings, aaid collected in the air passages, are ex- 

"* The child's face is, of course, turnetl towards the operator. 



FOR MIDWIVES. 265 

pelled. The midwife keeps the child in this position 
as long as fluid escapes ; when all has come away, she 
allows the child to fall back to its previous position, 
for by this movement the chest is freed from all 
pressure, and allowed to expand, and aii* rushes 
through the larynx into the lungs, often with a 
distinctly lieard noise. After a few moments the 
midwife swings the child upwards again, and repeats 
this raising and lowering of the child for pei^aps 
four to six times, one after the other ; and afterwards 
the child is again put into the warm bath, and the 
results of the operation noticed. In case of necessity, 
the operation is repeated one or more times. If she 
hears air ^entering the chest as it is being held 
upwards, she should lower it immediately, and put it 
back into the bath, so as not to disturb the respiration 
that has now begun. 

There is still another way in wbich the midwife can 
produce artificial respiration. She places the appa- 
rently dead chfld on its belly, supporting the breast 
on a cloth, and the head on the arms folded under- 
neath it. After some moments «he turns the body 
slowly on to its side, and a little over, and by this 
movement the chest is expanded so that air forces its 
way in. After this, she turns the child back quickly 
to its former position, and at the same time makes 
gentle pressure and some friction over the spine, to 
help to expel the air and the fluids that have collected 
in the air passages. She repeats this movement per- 
haps ten or twelve times, turning the child sometimes 
towards one side and sometimes towards the other, 
and then puts it back into the bath, to take it out 
again after a little while and again begin the rolling 
movements if necessary. 

§36a 

All these attempts at restoring animation must be 
conducted by the midwife, not in a too excited and 
hurried manner, but calmly asid cautiously, and the 
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result of each plan waited for, for some little time, 
before beginning a fresh one. She must particularly 
avoid disturbing the restored respiratory movements 
of the child. One of the principal things is always 
the proper warming of the child, and this is best done 
by the warm bath. As life returns more and more, 
and the breathing becomes deeper, quicker, and more 
regular, as the skin reddens, and the child opens its 
eyes and moves its limbs, the midwife must confine 
herself more and more to keeping the child warm in 
the bath, at the same time gently moving and rub- 
bing the limbs. She should not look upon it as 
completely restored until it has cried out vigorously. 
The nearer to actual death the child has been, the 
more is an illness to be feared after it is restored, and 
medical assistance desirable. 

§361. 

If all the mjeans of restoration have been employed 
with care, and all without result,^ and the limbs 
become more lifeless still, — if the lower jaw drops 
more and more, and the inside of the mouth gets 
colder, — then, when the midwife has seen that the 
navel cord is properly tied, let her wrap the child in 
warm cloths, leaving only the face free ; let her then 
lay it in a warm place, and look from- time to time 
to see if any signs of returning life make their 
appearance. 



SECTION IV. 
IRREGULARITIES DURING CHILDBED. 

§ 362. 

It is true that the midwife can give but little advice 
in the sicknesses of lying-in women and new-born 
children ; still it is well for her to know something of 
the coinmonest and most dangerous illnesses, so that 
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as far as possible she may do her best to keep them off, 
or, if they have already set in, that she may recognise 
them early, and more earnestly urge the caMing-in of a 
medical ma/n. If she should notice anything out of the 
way in either mother or child that is not mentioned in 
the Handbook, it is of course understood that a medical 
man must be consulted about it. 



I. DISEASES OF LTINQ-IN WOMEN, 

CHAPTER I. 

DISEASES OP LYING-IN WOMEN IN GENERAL, AND- 

PUERPERAL FEVER. 

§ 363. 

Every lying-in woman, even the healthiest of them, 
is more disposed to sickness at this time than at others^ 
so that she requires more consideration and attention 
than usual. (See § 128.) 

Many of the diseases of lying-in women are the 
direct results of harmful influences to which they have 
been subjected during the labour. The midwife can 
often ward off sicknesses by carefulness in the manage- 
ment of the labour, and by conscientiously following 
the instructions laid down. 

Prolonged duration of laboiu* may be particularly 
mentioned as one of the harmful influences that a 
woman in labour may be subject to,, and which may 
disturb the course of childbed, especially if the waters 
have been discharged prematurely {see § 211), or if, in 
addition, the genital passages have been exposed to 
more violent bruising than usual, either from narrow- 
ness of the pelvis {see § 247), or from some irregular 
position or dip of the advancing head {see §§ 265, 269, 
274), or from cross-birth {see § 295). TTie midwife 
will frequently be in a position, here at least, to dimi- 
nish the threatened danger,^ by avoiding a too early 
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rupture of the membranes; by rectifying a faulty 
position of the child in time, by placing the patient 
in the proper position ; and, above all things, by not 
delaying too long to call in a medical man. 

The more serious injuries also of the genital pas- 
sages, which often bring life into instantaneous danger, 
such as ruptures of the womb or vagina {see §§ 232, 
233, 235, 250), can be avoided in many cases by arti- 
ficial aid, if applied at the proper time ; and, on the 
other hand, the midwife herself can frequently prevent 
rupture of the perinseum, which anay likewise prove 
dangerous in childbed {8ee% 353), by her own care and 
watchfulness (see § 111). 

Another cause of danger in cliildbed is any con- 
siderable feebleness of pains after the expulsion of the 
child, even after the first danger (that depending on 
the violent haemorrhage) is past, for the patient has 
been more or less weakened by loss of blood; the 
womb is then easily relaxed again, and not sufficiently 
diminished in size. In consequence of this faulty 
contraction, secondary haemorrhages set in, which are 
indeed hurtful in themselves, but become still more so 
if the blood that is poured out remains within the 
uterine cavity, here becomes clotted, and under the in- 
fluence of the air from without becomes putrid. In the 
period of expulsion, therefore, the more conscientiously 
the midwife keeps at a distance, or avoids everything 
that may cause, such feebleness (see § 339), and the 
more carefully she watches over the diminishing size 
of the womb during diildbed (see § 129), the more 
rarely will she have to complain of illness arising from 
this cause among her patients. 

A like danger, and in a still higher degree, threatens 
the lying-in woman if portions of membrane or pla- 
centa have remained within the womb after labour, 
partly because they prevent the womb from contracting 
properly, and thereby give rise to floodings, and partly 
because if they i*emain in too k)ng,like the blood clots, 
they become putrid. '{See § § 168, 346.) If the mid- 
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wife will follow strictly the rules laid down, she will 
generally be able to prevent any pieces of membrane 
or placenta from remaining behind. In any case she 
must not overlook such an occurrence, and on her own 
part must make use of the means she has at hand to 
prevent further danger, and lose no time in seeking 
the medical aid that is so urgently needed. 

It . is very unfortunate, finally, if, after the escape 
of the waters,, the dead child itself becomes putrid, and 
the labour now lingers {see §§199, 312) ; but here also 
the midwife may prevent worse consequences by at 
once procuring medical assistance, and in the mean- 
time striving to protect the maternal parts from injury 
from the destructive influence of the putrid discharges 
by the diligent use of cleansing injections. 

§364. 

By far the most dangerous diseases of lying-in women 
are brought about by matter or putrid mMerial from 
without, being carried by the ham^ds or instrum^ents of 
the midwife on to some raw surface within the genital 
passages of the mother, m,ost frequently aboui the neck of 
the womb. For these diseases the midwife is responsible. 
It is her first duty to pay the most scrupulous atten- 
tion to the cleanness of her hands and instruments 
before going to a labouring or lying-in woman. {See 
§ § 96, 97.) She must take care not less conscientiously 
that only perfectly well washed cloths and napkins are 
used for the patient, and also that they are changed 
sufficiently often. {See § 130.) 

§ 365. 

A third cause of illness is imprudence on the part 
of the patient herself. Errors in eating and drinking, 
getting cold, mental disturbances, delay in relieving 
the bladder and bowels, errors in suckling the child, 
getting up too early, may all cause more or less serious 
disturbances. It is the business of the midwife from 
the commencement to assist her charge with good 
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advice with regard to these things, and, as far as she 
is able, to see that it is followed. {See §§ 128, 137.) 

§ 366. 

Lying-in women, as a rule, easily become feverish ; 
for example, a slight mental disturbance, or an accu- 
mulation of faeces, may sometimes set up fever. If the 
breasts are not sufficiently emptied, an attack of f ever- 
ishness often comes on about the third or fourth day, 
in consequence of the painful distension they undergo 
(so-called milk-fever; see § 127). Fever in a lying-in 
woman, however, the midwife ought never to take 
lightly; for, as a rule, it depends on some diseased 
state of the genital parts, and especially of the womb, 
and is the sign of some serious illness, which may 
easily be dangerous, and often pro'S'es rapidly fatal. 
These serious febrile illnesses of lying-in women go by 
the name of childbed or puerperal /ever, 

§367. 

The fever generally begins with a shivering or 
" shake," followed by a hot stage, and sometimes 
sweating. The midwife is generally able to detect the 
fever already by the burning skin and quicker pulse. 
The thermometer, however, gives the most accurate 
assurance, particularly as to the degree of the fever, 
and its use should never be omitted. She will often 
find the temperature of the body raised considerably 
(to 103° or more in the armpit). The more violent 
the fever is, the more unwell the patient generally 
feels ; she cannot eat, but, on the other hand, drinks a 
great deal, complains of headache, and her sleep is 
restless. Many patients declare at the commence- 
ment, however, notwithstanding the fever, that they 
are quite well, and complain at most of thirst and of 
the head feeling full and hot. Grenerally speaking, 
the earlier the fever comes on after labour, and the 
more violent the shake at the commencement, the 
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more dangerous it is. A frequent return of the shake 
is also a bad sign. 

§ 368. 

Besides the fever, other signs of illness soon make 
their appearance. 

The patient often complains of a steady persistent 
pain in the lower part of the belly, which is made 
worse by every movement, by drawing in the breath 
deeply, or coughing ; and this pain soon spreads over 
the whole abdomen. The more violent this pain, the 
more distended does the abdomen feel, and sometimes 
it will not bear the slightest touch. Frequently 
vomiting and diarrhoea set in later on. In other cases 
the pain is less, and limited to the womb, or one or 
the other broad ligament ; the rest of the abdomen is 
soft, and not tender to the touch. There are cases of 
serious illness in which the patients do not complain 
of the least pain, and in which firm pressure only 
causes a feeling of pain. 

The lochial discharge is rarely what it should be : 
the flow is scanty, or there is none at all ; or it may t)e 
copious but offensive — stinking. If there have been 
wounds of the perinseum, the genital folds, or genital 
fissure, these take on a bad discoloured appearance. 
Even if there have been no wounds, ulcers occasionally 
form on the external genitals. 

Often, but usually later on in the course of the 
disease, a painful swelling of the thigh comes on, which 
may spread over the whole leg, and occasionally over 
both legs at once, or one after the other. 

In any serious illness the milk dries up, sometimes 
later, sometimes earlier. 

Consciousness often remains to the last moment; 
often, however, towards the end, deafness and delirium 
come on. The earlier this happens, the more dan- 
gerous the case is, 

§ 369. 

Even if there be no other appearances of illness in a 
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lying-in woman, if fever oomes on and remains more 
than five or six hours, or if it is very violent and has 
commenced with a severe shake, and the temperature 
has reached 104°, or if, independently of fever, other 
signs of illness are present, such as pain in the abdo- 
men, tenderness on pressure, irregularities in the 
lochial discharge, etc., it is the duty of the midwife 
to insist at once on a medical man being called in ; for 
the earlier assistance is procured,, the more effective it 
is, and the time for rendering assistance that will do 
any good often vanishes very quickly in these cases. 

Until the arrival of the medical man, the only thing 
the midwife has to look after is that there should be 
the greatest possible cleanliness everywhere. {See 
§§ 130, 131.) Let her see that the soiled clothing is 
changed carefully as often as is necessary, and removed 
from the room y she should cleanse the ulcers that may 
be found on the external genitals, and open the win- 
dows as far as the time of the year permits. 

For the rest, it is the duty of the midwife to under- 
ta^^e the care of a lying-in woman suffering from illness 
no longer than is indispensably necessary, and at once 
insist upon another attendant being called in. If she 
has visited a patient suffering from puerperal fever, 
she must take off all her clothes every time, and care- 
fully purify everything that has been used about the 
patient, particularly her hands {see §§ 96, 97), before 
going to another labour or lying-in patient. 



CHAPTER II. 

SOME OTHER DISEASES OF CHILDBED. 

1. FainfvX After-paina. 

§ 370. 

These very rarely make their appearance in first 
labours, but do so more frequently and persistently in 
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subsequent ones, particularly if the labour has run a 
very rapid course. With many women extremely pain- 
ful after-pains come on as soon as the labour is over. 
More frequently they are brought on by the child 
sucking. If they are very violent and of long dura- 
tion, they disturb the patient's health, and rob her 
of her needful sleep. They are distinguished from 
the pain produced by inflammation of the womb, etc., 
by the facts that they are exactly like labour pains, 
and, like them, come and go; that in the intervals 
between them the womb is not tender to the touch ; 
that the lochia are regular in their flow, and that 
there is no fever. 

For the relief of these, the midwife should frequently 
apply very hot cloths or warm dressing to the patient's 
abdomen, and let her drink a cup of warm camomile- 
tea. If these means do not bring quick relief, or if 
the pains continue with undiminished severity, advice 
should be sought from a medical man. The midwife 
should not forget that painful after-pains may easily 
pass into an inflammation of the womb. As soon as 
the belly shows itself tender to the touch between the 
pains, and fever sets in, she should at once insist on a 
medical man being called in. 

2. Swelling and Inflammation of the External 

Genital Farts. 

§ 371. 

After a long labour, particularly if the vaginal 
entrance, the genital folds, or the perinseum have been 
injured, the external genital parts not unfrequently 
swell, inflame, and become painful during childbed. 
The midwife should employ lukewarm fomentations 
over the swollen parts, and see that the greatest 
cleanliness is observed {see § 130). If the pain and 
swelling do not disappear quickly, or if fever comes 
on, she should call in a medical man. 

Frequently, even without previous injuries, ulcers 

1^ 
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appear on the inner surface of the genital folds, which 
may spread some distance into the vagina. They are 
principally found in those cases in which, before the 
labour, there has been a watery swelling of these parts. 
Usually along with these the lochia are very offensive. 
Let the midwife here call in a medical man immediately. 
In the meantime she should bathe the ulcers several 
times a day with lukewarm water or camomile-tea {see 
§ 130), and after every bathing push a soft linen 
pledget soaked in oil in between the genital folds. 

3. Hcemorrhage from the Womb, 

§ 372. 

Haemorrhage from the womb during childbed is to 
be looked upon as irregular either if it is unusually 
violent during the first days, — the blood coming away 
in clots of greater or lesser size, — or if it persists after 
the usual time. These haemorrhages are mostly the 
consequences of imperfect Contractions of the womb, 
which is larger and softer than it should be at this 
part of the childbed period. In very rare cases, the 
spot where the placenta was attached is the only part 
paralysed, and it is then drawn down into the cavity 
by the contraction of the remaining parts of the womb, 
so that in case the spot can be touched from the out- 
side a depression can be felt in the womb. 

More frequently, some remnants of membrane or 
placenta are attached to the inner surface of the womb, 
and prevent its uniform contraction. 

By proper care and watchfulness, the midwife will 
very often be able to prevent the occurrence of such 
haemorrhages (see § 363). If they do come on, she 
should let a medical man be called in early, and if the 
haemorrhage has been severe, treat the case according 
to the rules which have been given for the treatment 
of flooding immediately after laboiM* (see §§ 340, 
342, 343). 
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§ 373. 

Sometimes displacement of the womb, mostly back- 
wards, is a cause of persistent haemorrhage in childbed, 
but as a rule it is not very considerable {see § 374). 

More frequently, improprieties on the part of the 
patient are to be blamed : sitting up in bed too early, 
straining at stool, getting up too soon, etc. Such 
women are to be kept in a resting posture ; they 
should not leave the bed, or if already up, they should 
return to it. If these measures do not arrest the 
bleeding soon, or if it continues violent, or if it appears 
that one of the afore-mentioned causes is in play, a 
medical man must be called in. 

4. Displacements of the Womb, 

§374. 

Retroversion, or falling of the womb backwards, 
during childbed, occurs most readily in those women 
who have already suffered fi*om it before, or in the 
beginning of, pregnancy (see § 149) ; but it does not 
by any means always return after the birth of the 
child if the patient does as she ought to do {see § 137). 
On the other hand, childbed itself is often the cause of 
its first occurrence. The softer and more flaccid the 
womb is as it is returning to its ordinary size, and the 
deeper it sinks into the pelvis withal, so much the more 
readily may it gradually fall backwards if the patient 
lies quietly on her back, or suddenly, from too violent 
abdominal pressure, as when straining at stool. 

But from its very softness and flaccidity, and the 
yieldingness of its supports, the symptoms of its 
occurrence are mostly insignificant, even in cases of 
its sudden advent, and the patient rarely complains 
of more than a disagreeable tenderness and pressure 
within the pelvis, or difficulty in emptying the bowels 
or bladder. But more frequently these displacements 
are the cause of a moderate hsemorrhage persisting 
beyond the ordinary time {see § 373). 
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If the midwife knows that a patient has suffered 
from a falling backwards of the womb previous to 
pregnancy, or in the beginning of it, she will do well 
to refer her to a medical man, early in the childbed 
period, in order that he may be able to take the 
proper steps to prevent a return of the malady. In 
any case, one must be called in as soon as any of the 
above-mentioned disturbances show themselves, and 
examination discloses such a displacement. 

§ 375. 

We have already spoken of prolapse of the womb 
and vagina in childbed, and of the duties of the 
midwife in connection with them, particularly if the 
womb descends through the genital fissure suddenly, 
in consequence of physical exertion (see §§ 154 — 156). 
Women who have suffered from prolapse before preg- 
nancy should be advised to consult a medical man 
during childbed. 

5. Disorders of the Bladder, 

§376. 

We have already spoken of the retention of urine 
that not unfrequently comes on in the first days 
of childbed, and of the method of dealing with it (see 
§ 135). If the retention comes on at a later period, it 
points to some special disease, about which a medical 
man must be consulted at once. 

§377. 

A far worse symptom is an involuntary flow of utine. 
The midwife recognises it by the urinary odour of the 
bed and chamber of the patient. The genital and 
neighbouring parts will also soon become raw and 
tender. Such an involuntary flow of urine is some- 
times observed after difficult and tedious labours, and 
depends either on paralysis of the neck of the bladder, 
or more frequently on a wound of some part of it. 

Paralysis of the neck of the bladder is generally 
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noticed directly after labour. In this affection the 
urine flows off through the natural opening of the 
urethra ; the paralysis is rarely so complete, however, 
that the urine dribbles away constantly. On the 
other hand, a certain degree of weakness, in which 
the urine mostly comes away in the regular manner, 
and only involuntarily in consequence of some sudden 
abdominal pressure, such as in laughing, sneezing, etc., 
is nothing uncommon. This weaimess of the neck of 
the bladder soon disappears of itself ; but if there is 
actual dribbling away of the urine, it is indispensable 
that a medical man be called in at once. 

If an injury to the bladder be the cause of the urine 
being passed involuntarily, it is only exceptionally 
that it comes on immediately after the birth of the 
child : it usually makes its first appearance on the 
fourth or fifth day afterwards, sometimes even still 
later, when a slough, that has formed in consequence of 
the bruising of the parts during labour, has separated, 
leaving an opening in the wall between the bladder 
and the vagina, or more rarely the neck of the womb. 
In such a case, all the urine generally escapes through 
this opening into the vagina. Sometimes, however, if 
the body is kept in a suitable position, small quantities 
may be retained in the bladder and passed voluntarily. 
In such a case a medical man is always to be called in 
immediately. [Such an involuntary flow of urine is 
very frequently only the overflow from an over- 
distended bladder, and the midwife should in every 
case at first ascertain whether the case before her is 
not one of this kind. If it should prove to be so, it 
must be treated according to the rules laid down in 
§ 135.] 

6. Disorders of the BoweU. 

§378. 

A tendency to confinement of the bowels is the rule 
in lying-in women. The treatment for such a condition 
has already been given (see § 136). 
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DiarrhcEa is often present in the course of puerperal 
fever {see § 368). 

When diarrhcea makes its appearance without fever, 
it is generally through some error in eating or drink- 
ing ; more rarely, in consequence of a chill. If it is 
repeated many times, a medical man must be con- 
sulted. In the meantime, the midwife must recom- 
mend caution in the choice of food — warm, mucilaginous 
drinks, and generally to keep warm, and in bed. 

§ 379. 

Pain in passing a motion is often caused by piles. 
Piles are distended and swollen blood-vessels, situated 
either under the lining membrane within the bowel, or 
outside round the margin of the seat, where they form 
a knotted red or blue-red swelling. Piles are often 
formed during labour, and swell up in the childbed 
period, causing great pain. The midwife must take 
care to keep the bowels gently and easily open by 
mild injections (without the addition of salt). If the 
piles are outside, she should dress them frequently 
with zinc ointment, spread on linen, or soft warm 
poultices. If the pain is not soon relieved under this 
treatment, she must call in the aid of a medical man. 

If the motions are passed involuntarily, it is in 
consequence of deeper injuries to the perinseum, which 
have extended to or into the seat (see § 353). These 
consequences can only be prevented by an early arti- 
ficial union of the wounded surfaces. If this is delayed, 
a medical man will at any rate have to be called in now. 

7. Affections of the Breasts. 

§ 380. 

In order to prevent the so-called milk-knots and 
inflammation of the breasts in a woman that is in- 
tendiag to suckle her child, the midwife must take 
care to have it put to the breast at the proper time 
after its birth, and to each of them regularly five or 
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six times a day. She must protect the breasts from 
cold and pressure by a proper covering («ee§ 132), and 
strive to shield the patient from ail mental disturbances. 
If hard knots do form, however, and become painful, 
with swellings of the breasts, the midwife must insist 
on a medical man being called in. She must take care 
in the meantime that her patient exercises moderation 
in eating and drinking ; she must see that the bowels 
are kept open by injections ; she must try to lessen 
the swelling of the breasts by rubbing in warmed oil, 
or by the frequent application of the warm vapour of 
an infusion of camomile ; they may be covered with 
lint, or a dry, light, and soft cushion of camomile and 
elder flowers, and supported by a cloth passing over the 
opposite shoulder. Emptying the breasts by letting 
the child suck occasionally can only be of service in 
the commencement, whilst the pain is slight. If the 
inflammation progresses, the irritation of sucking will 
be injurious, so the chUd should not be put to. 

§381.. 

Women who do not intend to suckle their children 
should eat and drink but little, and from the second 
day have an injection daily, in order to restrain the 
flow of milk to the breasts. The midwife should at 
the same time cover the breasts with an herb cushion^ 
tow, or wadding, and support it by a bandage. If 
the distension should be too great, however, she should 
try to lessen it by gentle friction with warm oil, or the 
frequent application of the steam from an infusion of 
camomile {see § 380). 

The midwife should proceed in the same manner 
with women who are weaning their children, after the 
childbed period, if any such seek her advice. Over- 
distension of the breasts is best avoided by weaning 
the child very gradually. If the distension reach too 
great a height, the patient should be advised to keep 
her bed for a few days, as the uniform warming of the 
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body, and the resting position of the arms, will be 
beneficial. 

§ 382. 

Soreness of the nipples is a great torment to suckling 
women, which may even compel them to wean their 
child. It is the most frequent cause of inflammation 
of the breasts, for the reason that the mother, for fear 
of the pain that always attends the putting of the 
child to the breast, will not do it, whereby the milk 
collects in the breasts. Many women have such a 
tender and easily wounded skin that neither the most 
careful preparation of the nipples during pregnancy 
(see § 69), nor the faithful following of all the in- 
structions laid down for putting the child to the breast, 
and for keeping the breasts and the child's mouth clean 
(see §§ 132, 144, 145), will be able to protect her from 
this affliction. It occurs the more easily in proportion 
as the nipples are small, and the child has more trouble 
to take hold of them. Here it will be well to draw 
them out with a breast exhauster before putting the 
child to. 

There are observed on sore nipples either simple, 
flat, skin-deep sores, or deeper, penetrating cracks and 
fissures. Frequently one side of the nipple has suffered 
more than the other. Sometimes the nipples' at first 
sight appear healthy, but if they are bent a little on 
one side, a deep fissure is discovered at the base, by 
which it may be almost separated from the breast. 
The deep cracks and fissures especially cause suckliug 
women the most violent pain when the child is being 
put to. Fever is not unfrequently added to the above. 

These sores are very difficult to heal up, as the child 
is constantly sucking them open. The nipples are 
naturally all the more irritated and pulled about, when 
putting the child to, if the mother cannot make up her 
mind to press it to well at once, but starts back first 
several times, whereby the child seizes only the tip of 
the nipple. The midwife should put the child to rather 
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less frequently than usual, but still regularly, in order 
to guard against an injurious accumulation of milk and 
the formation of milk-knots. The mother may make 
use of a nipple shield of india-rubber, or, better still, 
of prepared cow's udder, by which the pain will be 
lessened, and the healing-up assisted. [I should re- 
commend that a glass or wooden nipple shield, with 
an india-rubber teat, be used, and that the child should 
not be permitted to take the breast without it until 
the sores have healed. If this plan be adopted, the 
kind of dressing for the sores will matter little, as 
they will soon heal up if tugging and dragging at 
them by the child be prevented.] If the sores are 
mostly on one side of the nipple, it is sometimes use- 
ful to put the child to the breast for a while in the 
opposite way to what it is usually fed in ; that is, to 
put it to the breast in such a way that its legs are 
directed outwards. After the child has sucked, the 
nipples should be washed clean with some brandy and 
water, and covered with a shield, which may be cut 
out of a potato or a carrot, and often changed for 
another. Simple pads of lint, dipped in fresh water, 
may also be applied ; they should be kept constantly 
wet, however. If the affection does not improve 
rapidly under the treatment, a medical man must be 
consulted. 

II. SOME DISEASES OF NEW-BORN INFANTS. 

§ 383. 

Children bring many diseases into the world with 
them. These are either imperfections which have 
their cause in some disturbance of their development 
within the womb, or they are the consequences of 
some injurious influences to which they have been 
subjected during their birth. 

The midwife should examine the child thoroughly 
after its first bath, and note particularly whether its 
urethra and seat are unnaturally closed up ; and if 
this is the case, medical assistance should be sought at 
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once (see § 118). She will not often be made aware 
of closure of the urethra at once, however, but will 
Igenerally find it out later on, by observing that the 
child does not wet itself. Closure of the bowel also 
remains unrecognised at the first inspection if the ex- 
ternal opening of the gut is regularly formed, and the 
closure is higher up in the bowel. In such a case no 
meconium is passed ; and if the stoppage is of longer 
duration, the child gets very restless, the belly becomes 
distended, and hard and tender to the touch. 

If a child does not wet its napkin within twelve 
hours, or if after the lapse of twenty-four hours no 
meconium has been passed, and there is nothing but a 
fruitless straining (*ee § 140), the midwife may look on 
the case as one of stoppage of the urethra, or of the 
gut, and insist on a medical man being called in at 
once ; for in such a case the life of the child is in 
great peril, and if , as a rule, it can generally be saved, 
it can only be by prompt surgical aid. 

§384. 

A less important fault of development is too short 
a tongue ligament, in consequence of which the child 
sucks with difficulty. In the meantime, however, this 
is often wrongly taken to be the cause why a child 
cannot suck. More frequently the fault lies in weak- 
ness of the child, or smaUness of the nipples, or want 
of skill in putting the child to the breast. A child 
can only properly be said to be "tongue-tied " if it 
cannot put the tip of its tongue out as far as the lower 
lip, and if on movement a depression comes in the 
middle of the tip. In order to compel the child to 
open its mouth, the midwife has only to press the nos- 
trils together. If she finds that the child is really 
'* tongue-tied," she must procure the advice of a 
medical man. 

[There would not be much talk of children being 
" tongue-tied " if the " malformation " were not called 
by a name of such tripping sound. As the ligament 
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is capable of almost indefinite stretching, the operation 
of cutting it is scarcely ever, if ever, called for. 

Some of the imperfections of development of new- 
born children, which are at once observed, have been 
already described (see § 307). 

§385. 

Amongst the visible effects of labour which remain 
on the child, the most frequent is the scalp tumour. 
Like the birth tumours of other parts, it requires no 
special treatment ; but should it not disappear in the 
first few days, or should another tumour form in the 
same place, generally on one of the parietal bones, 
the midwife must call in a medical man, as it will then 
generally be a so-called " bloody tumoiu* " of the scalp. 
This tumour originates in an escape of blood under the 
membrane covering the bones. With such a tumour 
the colour of the scalp remains unchanged ; it forms 
a soft,' rounded-off elevation; it gives a feeling of 
fluctuation, and all round it a hard sharp ridge is 
perceived under the skin. 

In those cases in which the pressure of a narrow 
pelvis has caused more serious injuries to the head 
{see § 247), a medical man will generally have been 
called in on account of the difficult labour. If 'this 
has not been the case, one must be called in at once, 
as a medical man may sometimes be «|,ble to ward 
off the evil consequences of such injuries {see § 400). 
Neither must the midwife treat simple contusions of 
the scalp too lightly if, in consequence of its having 
been subjected to great or long-continued pressure, a 
scab has formed ; for after the scab has fallen off, an 
ulcer remains behind, from which, under unfavourable 
circumstances, a dangerous inflammation may extend 
over the surrounding parts. 

§ 386. 

The more conscientiously the midwife follows the 
rules laid down for the management of new-bom 
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infants (see §§143 to 147), and the more accurately 
her directions are followed, the more certainly may 
she hope to keep a healthy and vigorous child in good 
health. In order to know when a child is ill, and in 
need of medical aid, let her bear in mind the following 
indications. 

§387. 

1. Every child is to be corifeidered dangerously ill 
that will not take the breast for a long time if it has 
previously done so with eagerness. 

§388. 

2. In like manner, every child is to be looked upon 
as seriously ill that shows particular restlessness, sleeps 
little or none at all, and cries continually, without any 
one being able to recognise hunger (see § 145), or some 
disagreeableness caused by pressure of the clothes, a 
wet napkin, etc., as the cause. The more ill the child 
is, the more is its voice likely to be changed; it 
becomes more whimpering day after day, and in case 
of very severe illness the child loses its voice altogether. 
If at the same time the skin feels hot, the midwife 
may suspect that the child has some kind of fever. 
Its breathing also in such a case is generally rapid or 
irregular. 

§389. 

In any serious illness the child always loses flesh, 
often very rapidly ; its face fails, it ceases to grow, and 
rather gets thinner. Generally also evident symptoms 
are present of disturbance of digestion. 

If the child suffers from constipation, its bowels will 
be open less frequently than usual, scarcely once in the 
twenty-four hours. If the motions are harder and 
drier, so that the child is in pain whilst passing them, 
and strains a great deal, the midwife may try tx) 
procure some relief by giving an injection of camomile- 
tea, with a little oil and sugar ; and to get rid of the 
flatulence, she may also give the child some teaspoon- 
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f uls of camomile-tea, until the ' medical man gives 
further directions. If the constipation lasts longer, 
the belly of the child becomes hard, distended, hot, 
the child has bellyache, and draws its legs up. When 
a child is in this state, not a moment is to be lost in 
procuring medical assistance. 

§390. 

If the child has diarrhoea, its motions are frequent, 
they are thin, watery, or slimy, and mostly of a bad 
colour, greenish -whitish, sometimes like chopped-up 
eggs. In this case the chiW generally has bellyache, 
as in constipation. The danger is generally greater, 
as the child's strength is more quickly exhausted from 
the loss of its juices. For this reason the midwife 
must call in a medical man immediately. In the mean- 
time, should the child seem in great pain, she should 
lay a cloth, dipped in hot camomile-tea,^ and carefully 
wrung out again, round its body. She should specially 
try to find out if there has been any fault in feeding the 
child that is in her power to remedy ; if the mother 
has suffered from any fright, fit of anger, or anxiety ; 
or if she has been living on improper, indigestible food ; 
or, if the infant has been brought up without a mother's 
or wet-nurse's milk, whether the milk has come from 
diseased cows (see § 147), if it is sour, etc. If the child 
has been brought up by hand, it is generally best to 
take away the milk completely for twenty-four hours, 
and in place of it to give, for example, thin pigeon 
broth with a little Gries* in it. 

§391. 

Vomiting is often present also. For an otherwise 
healthy chfld that has fed too hastily, or taken too 
much, to throw up a portion of its food now and then 
(unchanged if rejected immediately, or curdled if it 

* Gries is a coarsely ground flour, made from almost any 
kind of grain, for which semolina or pearl hominy would be 
a suitable substitute. 
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has been down some little time) is of no importance ; 
but if this vomiting or rejection of its food is repeated 
often, or if the stuft* thrown up smells very sour, or if 
there is at the same time diarrhoea, or if the child is 
restless and evidently in pain, the danger is not small, 
and speedy medical aid is indispensable. Here also 
the midwife should try to discover any possible error 
in the diet, and if there be any, try to rectify it. 
Children that are brought up by hand should as a rule 
be kept from milk entirely for twenty-four hours. 

§392. 

It is of course understood that the permission 
granted to the midwife in the preceding paragraphs 
to give a sort of preliminary advice under certain cir- 
cumstances does not in any way free her from the 
duty of seeing that a medical man is called in as soon 
as she observes the child showing any of the symptoms 
<iescribed above. 

The midwife ought not to give a sick child a hath 
without the approved of a medical man. 

§393. 

Amongst the visible and therefore more easily 
recognised diseases, the following are specially men- 
tioned. 

ScaM — rawness, — This comes in all the folds of the 
body, behind the ears, on the neck, under the arms, 
most frequently in the groin, in the folds between the 
thigh and the genital parts, on the genitals, and 
round the seat. The skin looks much reddened, raw 
in patches, and moist, or studded with little specks or 
blebs. This rawness is only the consequence of neg- 
lected cleanliness and care. Healing of these up is 
not to be thought of without diligent cleansing of the 
affected parts, and regular change of soft, clean linen, 
particularly in the night as well. The healing-up will 
be encouraged if the midwife will frequently J)our cool 



FOR MIDWIVES. 287 

water over the sores, then dry them carefully, and 
cover them with clean lint. If actual ulcers make 
their appearance, or if swelling and hardness show 
themselves in the parts affected, medical advice is to 
be sought. 

§394 

Thrush, — In this disease a kind of mould forms in 
the mouth of the child, on the tongue, on the inner 
surface of the lips and cheeks, and on the gums and 
palate, in the form of little white creamlike patches, 
bordered by reddened membrane. This affection is 
generally attributable to want of cleanliness, through 
the child's mouth not having been properly cleansed 
after sucking. (AS'ee § 144.) For if this is not done, 
portions of the milk remain on the mucous membrane 
of the mouth, and undergo an acid fermentation. The 
midwife should try to remove these creamy patches by 
means of a cloth dipped in water. Or wine and water, 
or with a hair pencil charged with the same mixture, 
and take care that for the future the child's mouth 
shall be carefully washed out as often as it has sucked. 
If the thrush spreads, if sucking causes the child 
evident pain, if associated with these there are fever, 
diarrhoea, or vomiting, a medical man should be called 
in at once. 

§ 395, 

Inflammation of the eyes, — ^This dangerous disease 
may also be generally avoided by punctually following 
the instructions given for protecting the eyes during 
and after the chHd's birth. {See § § 113, 117, 143, 
144.) It usually comes on during the 'first few days. 
Almost always only one eye is affected at first. Tlie 
eyelids swell, and remain firmly closed on account of 
the great abhorrence there is of light ; when they are 
opened, a thick matter oozes out in abundance. Medical 
aid rmbst he speedily procured in order to prevent blind- 
ness, and the midwife would deserve punishment who 
would delay only a few hours to call in a medical man. 
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In the meantime, until his anival, she should keep 
applying linen, pads soaked in ice-cold water. They 
should never be allowed to become dry, and should 
therefore be frequently renewed. Besides this, the 
eyelids should be carefully opened pvery two hours, so 
that the matter that has collected may escape ; then 
cold water should be poured over the eyes, over a 
wash-basin, and the face then carefully dried with a 
linen cloth. The linen that has been used should be 
immediately washed in clean water. Great care must 
also be taken lest some of the matter get into the 
midwife's own eye, and the disease be thereby carried 
to it. Such caution is all the more needful as this 
inflammation of the eyes is particularly dangerous in 
grown-up people. 

§ 396. 

Bleeding at the navel, — Bleeding from the stump of 
the navel cord, coming on in the first few hours after 
labour, is always the result of want of care in tying 
the cord. {See § 115.) It should be tied afresh 
immediately. More frequently, a little dried-up dark 
blood is noticed on the removal of the binder during 
the first few days after the stiimp of the cord has fallen 
off. Such a slight bleeding from the navel wound, 
which has been injuriously affected by the friction of 
the binder, is not dangerous; yet must the midwife 
go to work carefully when she changes the binder, and 
in every case use a pledget smeared with oil over the 
wound, instead of a dry one. Any active bleeding 
from the navel wound, however, is a highly dangerom 
occurrence, which requires prompt miBdical aid. In the 
meantime the midwife must endeavour to stop the 
bleeding, after the manner taught in the case of the 
navel cord being torn off during labour. (See § 324.) 

Ulcer of the navel. — If the navel wound does not 
heal over in the usual way, an ulcer making its appear- 
ance at the spot instead, it will here also be necessary 
to call in a medical man. 
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Rupture of the navel, — If the midwife finds, after 
the navel has healed up, that a rupture has formed, as 
often is the case with children who have cried a great 
deal, she should early recommend the procuring of 
medical advice. 

§ 397. 

Swelling of the breasts. — Sometimes hard lumps show 
themselves soon after birth in one or both breast glands, 
in boys as well as girls. The midwife should be care- 
ful not to squeeze them, as has often been improperly 
done ; she should rather try to protect them from pres- 
sure. If the breast swells more, and becomes tender, 
let her rub in gently some warm oil, and cover it with 
wadding or lint. If the skin above it is red and hot, 
it may be expected to gather and break, and a medical 
man should be consulted. 

§ 398. 

Jaundice, — This is distinguished from the yellow 
colouring of the skin, mentioned before, which is often 
seen in healthy children in the first few days after birth 
(see § 142), not only by the more decidedly yellow 
colour, but also by there being at the same time 
symptoms of disturbed digestion. 

A vesicular rash, of minute watery blebs, that occa- 
sionally makes its appearance soon after birth, and 
then generally on the soles of the feet and the palms 
of the hands first. 

Erysipelas, — This begins with redness and swelling of 
the skin, generally between the navel and genitals, but 
also on other parts of the body, and it either remains 
limited in extent, or spreads gradually over a great 
part of the body. 

Watery swelling (Wassergeschwulst). — This gene; 
rally first appears as a doughy or hard swelling on 
various parts of the body — on the legs first usually, 
when the skin becomes yellow or bluish, or occasionally 
of a striking white colour. 
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All these diseases are highly dangerous, and require 
medical assistance at once. 

§ 399. 

A disease which may also be very dangerous in new- 
bom infants is catarrh. It is caused by keeping the 
child in cold, damp air ; by the legs getting cold through 
being wet with urine if the napkin is not changed 
often enough ; by the action of the sunbeams on the 
mucous membrane of the nose, wherefore it comes on 
not unf requently when children are taken out of doors 
on sunny spring days without sufficient protection. 

The first symptoms of catarrh are frequent sneezings ; 
a clear discharge flows from the nostrils; they be- 
come partially blocked up, so that the child breathes 
with a snuffling sound ; it sleeps with its mouth open. 
So long as the child can suck well, however, no danger 
is usually present; but if it cannot, the danger in- 
creases rapidly. For this reason the midwife should 
urge the calling-in of a medical man in every case of 
catarrh. If she observes that sucking is a trouble to 
the child, she should take it off the breast for a time, 
and give the milk with a spoon. 

§ 400. 
Convulsions, Lock-jaw, Tetanus. 

Sometimes general convulsions come on, even in the 
first few days after birth, in consequence of injuries 
sustained by the head in its passage through the pelvis 
{see § 385). 

Lock-jaw makes its appearance later, generally be- 
tween the fifth and tenth days. The blame is often to 
be attributed to too hot /a bath. The child cannot 
move its jaws, nor open its mouth; it can neither 
suck nor swallow. Every attempt to get the finger in 
the mouth, or to feed the child, increases the spasm, or 
brings it on afresh. Frequently the whole body is 
attacked with tetanus, or violent convulsions of the 
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limbs accompany the attack. Touching or moving 
the body invariably brings on an attack, or aggravates 
one that may be present. 

A child suffering from the convulsions that come on 
during the first days of life can often be saved if 
medical aid be speedy. Lock-jaw generally ends in 
death. In either disease, however, the midwife must 
insist on a medical man being called in at once. 
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APPENDIX. 



On the Administration of some Medicines, 

§ 401. 

The midwife is not allowed to administer any medi- 
cines internally, independently (*.e., without the advice 
of a medical man), with the exception of the following. 

She is allowed to carry Hoffmann's Drops with her, 
and to administer them as a stimulant in case of great 
exhaustion from loss of blood (see § 169), principally 
for the reason that other so-called stimulants, such as 
wine, brandy, etc., are not always to be procured at 
the moment. In such a case, she may give twenty 
drops in water, or on sugar, and repeat the dose. In 
the painful crampy pains of the after-birth period, if 
no violent haemorrhage is present, she may give twelve 
to fifteen drops on sugar. 

Among the internal medicines, the use of which 
is permitted to the midwife, are also the infusions of 
aromatic flowers, herbs, or seeds, the so-called teas, 
such as camomile, elder, linden-flower, peppermint, and 
fennel-tea. These teas are prepared by pouring about 
ten times the weight of boiling water over the flowers, 
herbs, etc., then letting it stand for some time, well 
covered up, and then straining off through a fine sieve 
or through a linen cloth. The midwife makes use of 
camomile-tea more frequently than any, as in spas- 
modic pains, hysterical convulsions, and painful after- 
pains ; she should never give more than one or two 
cupf uls, however. If there is fulness of blood, heat, or 
severe hsemorrhage, it should not generally be given. 
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Children suffering from flatulence, or pains in the 
bowels, may have a few teaspoonfuls of camomile-tea 
given them. 

When such things as groats, linseed, or marsh- 
mallow are used, from which a mucilaginous liquid 
can be prepared, it is not sufficient to simply pour 
boiling water over them, but they must be stewed 
together for some time, and the liquid then strained 
off hot. 

Materials that contain starch, such as starch and 
arrowroot, are first stirred up with a little cold water, 
and then, whilst the stirring is going on, a sufficient 
quantity of boiling water is poured in. 

§402. 

Outward applications are used by the midwife in 
various forms. 

Bry^ warm applications. — For this purpose she uses 
warmed cloths, pads of soft linen, stuffed with bran, 
rye-meal, or the above-mentioned aromatic flowers and 
herbs, — so-called herb pads. 

Moist, warm applications, fomentations, — ^A towel 
or cloths folded together are dipped into hot water or 
a hot infusion of camomile flowers, etc., wrung out 
again, so that no more water runs off, and laid upon 
the affected part as warm as the skin will bear it, or 
the medical man has ordered it. The fomentation 
must be renewed before it gets cold. To prevent it 
cooling too rapidly, and thereby necessitating a too 
frequent change, it may be covered with oilcloth, or 
some other waterproof material, and a woollen cover- 
ing spread over all. Flannels also, wrung out of hot 
water or camomile-tea, are proper for such fomenta- 
tions if the skin of the part to be fomented is un- 
injured. 

Warm poultices — warm dressings, — Poultices are 
generally made of oatmeal, rye-meal, linseed-meal, 
breadcrumbs, etc., prepared with hot water or hot 
milk. The poultice must be so thin that it will run. 
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out of the spoon, and twice as much must always be 
prepared as is necessary for one poultice. It is then 
put into a linen cloth for use, and spread out so that 
it will completely cover the affected part. The two 
edges of the cloth are now turned upwards ; when it 
is so far cooled that it can be held to the eye without 
any unpleasant sensation of heat, it is time to apply 
it in such a way that the side that has only the single 
layer of linen comes next to the affected part. To 
keep it from cooling too rapidly, it should be covered, 
as the preceding, with oilcloth or mackintosh, and 
over all with a thick woollen cloth. With this cover- 
ing, it will be sufficient if it is renewed every hour ; 
and for this purpose the remaining half of the poultice 
warmed up afresh will serve. In order to prevent the 
part getting cool when the poultice is being changed, 
the fresh one should be held in readiness before the 
old one is taken off. 

Cold applications, — A folded linen cloth is dipped 
into cold spring water, or ice-water, and wrung out 
again. The applications must be frequently renewed, 
as they soon take in the warmth of the affected part. 

Cold acts more powerfully if, instead of wet cloths, 
a pig's bladder or an india-rubber bottle is made use 
of, which, after the air has been expelled as much as 
possible, has been filled with snow, or half filled with 
pounded ice. Such an ice-bag should not be put 
directly in contact with the skin, however ; a piece of 
cloth should come between them, lest the skin thus 
covered up freeze. It is refilled before the ice is 
completely melted, aft^r the first water has been 
run off. 

Preissnitz applications are cold applications that are 
covered with dry linen, oilcloth, or flannel, and remain 
on untn they become warm ones. The midwife uses 
them imder the direction of the medical man, who 
decides how often a change is to ba made. 

Mustard plasters are prepared by the midwife under 
the direction of the medical man, by stirring up 
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freshly ground mustard with warm (not hot) water, 
and then spread on linen or paper about as thick as 
the back of a knife. Such a mustard plaster is either 
placed directly on the skin, or after the mustard has 
been covered with a layer of muslin. It is allowed to 
remain on until it causes a very sharp burning, and 
the skin under it has become red; ten to thirty 
minutes are required, according to the tenderness of 
the patient's skin. Instead of mustard, horseradish 
can be used. For this purpose it should be grated 
and stirred up with hot vinegar. After the plaster 
is taken oflf, the skin should be washed carefully with 
lukewarm water. 

§403. 

In like manner, for external use, the midwife carries 
a solution of carbolic acid in olive oil with her (one 
part of carbolic acid to twenty- five of olive oil). She 
uses the carbolized oil for anointing the finger before 
making an internal examination, for oiling the tube 
for the seat before administering an enema, the vaginal 
tube for vaginal injections, the plugs of cotton for 
plugging the vagma {see § 166), as well as for tho- 
roughly purifying the hands and instruments after 
using them. {See §§ 96, 97.) 

§404. 

In giving an enema, the midwife proceeds as fol- 
lows. For an aperient injection for a grown-up 
person, she generally takes an infusion of camomile 
flowers, to which is added a tablespoonful of sweet oil 
and a teaspoonful of salt; for a soothing injection, 
camomile- tea and oil only ; the same for an injestion 
for a child, with at most a little sugar added. The 
camomile-tea must always be strained through a cloth, 
so that none of the flowers or stalks shall remain in 
the liquid. The injection must be of such a tempera- 
ture that the syringe filled with the liquid to be 
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employed shall only feel agreeably warm when the 
eye is touched with it. The medical man often orders 
injections made of other materials also, for the prepa- 
ration of which he gives the necessary directions. 

The quantity of liquid required for an aperient 
enema, for a grown-up person, is from seven to twelve 
ounces ; for an infant, about half that quantity. If 
warm water alone is used, without the addition of 
anything, the quantity required will be greater. If 
the injection is not to act as an aperient, but is to be 
retained for some time in the bowel, only half the 
usual quantity should be used. 

The injection is most easily made if the patient hes 
on the left side, near the edge of the bed, with the thighs 
drawn up somewhat towards the abdomen.* . . . 
Supposing the syringe tilled with the liquid for 
injection, the nozzle should then be well oiled, and 
gently and carefully passed into the opening at the 
seat, in the same direction as the bowel — that is, a 
little backwards and to the left (see § 31). It should 
be passed in about two or two and a half inches. Care 
should be taken that there are no sharp bends in the 
tube, which would prevent the passage of the injection. 
If the flow is checked, and there is no sharp bend, the 
stoppage is probably caused by the mouth of the tube 
being blocked up by a fold of mucous membrane ; the 
tube should therefore be withdrawn a little. When all 
the liquid has been injected, the tube should be slowly 
and carefully withdrawn. The apparatus should then 
be emptied and properly cleaned (see § 96). For an 
aperient enema to be effective, it is desirable that the 
patient should not empty the bowel again immediately, 
but retain the injection for at least a quarter of an 
hour. In giving a child an enema, it should be laid on 
its side, or on its belly, on the lap of an attendant. 
The nozzle of the apparatus should only be passed 
about three-quarters of an inch up the bowel. 

* Here follows the method of giving an injection by means 
of the irrigator, an instrument but little used in this country. 
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§405. 

For vaginal injections, simple water is most fre- 
quently used ; the temperature of it is to be decided 
by the circumstances of the case. Cleansing injections 
should be made lukewarm ; the midwife should there- 
fore first try the temperature of the water on the 
eyelid, like as for an enema. On the other hand, when 
it is to arrest haemorrhage, the water should be as 
hot as it is safe to use it — 115° Fahr. Besides 
pure water, the midwife may make use of camo- 
mile-tea, or one of the mucilaginous liquids men- 
tioned before, such as linseed-tea. The midwife is 
only permitted to make use of other things for injec- 
tion by the special direction of the medical man in 
attendance, from whom she also receives the directions 
as to the method of giving them. Generally speaking, 
the midwife ought not to make injections into either 
vagina or womb in women pregnant or in labour with- 
out the permission of the medical man, except in those 
cases in which the Handbook expressly prescribes them. 
{See §§ 167, 168, 179, 183, 253, 312, 340, 342.) With 
lying-in women {see § 372), cases of flooding excepted, 
she must limit her activity to washing the external 
genital organs and the entrance to the vagina {see 
§§130,369). 

The patient is always placed on her back for a 
vaginal injection. The midwife should try to make 
the position comfortable, as these injections generally 
take a longer time to give. In order to prevent the 
bed from being wetted by the returning injection 
liquid, a bedpan should be put under the patient, or 
some other suitable vessel. 

[When the syringe is jiUed, and the vaginal tube fitted 
on over the ordinary nozzle of the apparatus, the fore- 
finger of the left hand is passed into the vagina, 
and the vaginal tube glided along it until it reaches 
the mouth of the womb. If the injection is to be 
uterine, the vaginal tube is now passed through the 
mouth of the womb, and then slowly upwards until 
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the base is reached. The midwife should never allow 
herself to squeeze the ball of the syringe forcibly 
under any circumstances; and if any other appara- 
tus is used, care should always be taken to use the 
greatest caution in every part of the operation.] 

§406. 

For drawing off the urine, an instrument called a 
catheter is used. It is a round, slightly bent little tube, 
or pipe, of Grerman silver (or gum elastic), provided 
with three small holes on each side a short distance 
from the end that is rounded off. This instrument, 
like all the rest, must always be carefully cleansed 
both before and after use (see § 96). When about to 
draw the urine off from a patient, the midwife should 
place her on her back in bed, with the sacrum some- 
what raised and the thighs separated. It is best to put 
her on a bedpan, as she will thus be least likely to 
wet the bedding, either at the washing that must 
precede the use of the catheter, or afterwards as the 
uriue is running off. The midwife, standing at the 
right side of the patient, separates the larger and 
smaller genital folds with the left hand. She then sees 
the opening of the urethra close under the clitoris. 
She must be careful not to mistake the one for the 
other. In order that she may not carry any of the 
mucus that clings to tha«;e parts into the bladder along 
with the catheter, and especially in the case of Ijdng-in 
women, the finger should be gently pressed over the 
urethra from behind forwards to expel the mucus ; 
the parts should then be cleansed carefully with a cloth 
dipped in warm water. She then takes the catheter 
between the middle and forefingers, placing the thumb 
over the outflow opening of the instrument, and having 
done this, she carefully passes it about an inch along 
the urethra, then dips the hand down towards the 
perinseum, and afterwards passes it onwards until she 
feels that the urine is flowing, whereupon she removes 
the thumb from the opeiling. Generally it musii be 
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passed about an inch and three-quarters along the 
urethra, but sometimes as much as two inches and a 
quarter. 

The midwife must be very careful at every step of 
this operation. As soon as she finds any stoppage, 
she must not try to overcome it by force, but pass a 
finger into the vagina to feel if the catheter is pressing 
up close to the symphysis pubis ; for the obstruction 
is generally caused by some error in passing it, by the 
hand not being carried far enough backwards, the result 
being that the top of the catheter presses the wall of 
the urethra into the vagina. If she does not succeed 
after a careful attempt, she had better give it up, for 
fear of injuring the urethra, and call in a medical 
man. 

In cases where some part of the child presses 
violently upon the urethra, or where this is pressed 
together by a womb that has fallen backwards, the 
midwife must try to move these parts away from the 
pubes by two fingers of the left hand passed into the 
vagina, after she has first passed the point of the 
catheter up the urethra. Sometimes the operation is 
rendered easier by placing the patient on her knees 
and elbows. 

§ 407. 

The midwife should only use leeches by order of the 
medical man. She must allow herself to be thoroughly 
instructed by him as to where they are to be placed. 

In order to apply leeches, the midwife puts them in 
a small, dry glass, such as a cupping or wine glass, 
and holds them over the part which has been previously 
cleansed with warm water or milk, and also, if it can 
be borne, it may be moderately rubbed first. As soon 
as the leeches are sticking fast, she takes the glass 
away carefully, and with the finger loosens the lower 
end of the animal which has stuck to the glass. 

But if the midwife has to apply a larger number of 
leeches to a flat part of the body — for example, the 
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belly, back, or thighs, — the following is the safest 
method of proceeding. She takes a piece of linen a 
little larger than the hand, and spreads ordinary 
sticking-plaster about a thumb-breadth round the 
edge of it. She lays this upon the part in question, 
sticks it fast, and lets it lie about a quarter of an 
hour. She then loosens one comer a little, pushes all 
the leeches under, and then closes the opening again. 
She removes them at a little under the hour. In this 
way no part need be uncovered long, and chills will be 
avoided. 

Should a leech cause violent pain, as one sometimes 
does with children, it should not be pulled off, but a 
little salt should be sprinkled on it, when it will loose 
its hold. 

If, and how long, the leech bites should bleed, the 
medical man decides. In order to keep up the bleeding, 
the midwife should frequently wipe the bites with a 
cloth dipped into warm water, so that the blood clotting 
over them cannot close them up. If there is a fear of 
keeping the parts uncovered too long, the object may 
be attained by covering them with warm poultices or 
fomentations. 

To stop the bleeding from the bites, the midwife 
presses a piece of German tinder, or lint, on each of 
them untfl it sticks. If the tinder gets quite soaked 
through by the oozing blood, she should lay a second, 
larger piece on the top of it, and press it down, and if 
necessary a third and fourth piece, still larger, until the 
tinder is dried. If the midwife does not succeed in 
stopping the bleeding in this way, she must call in a 
medical man, but until he comes she should continue 
the pressure over the bites in the way described. 
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ternal Genitals, 185. 
Tumour of Scalp in New- 
bom Infants, 283. 
Bloodvessels, 6. 

of Lungs, 6. 

of Pelvis, 16. 

Body, Human, Structure and 

Functions of, 2. 
Body, Female, Structure and 

Functions of, 8. 
Body Heat (Thermometer), 108. 
Bones, 2. 
Brain, 3, 7. 
Breasts, 23. 

Changes in during Preg- 
nancy, 37. 

Inflammation of, 278. 

Swelling of, in New-born 

Infants, 289. 

Management of, during 

Pregnancy, 52. 

Putting Child to, 112. 

Breastbone, 3. 

Breast-glands, 23. 

Breath, 5. 

Breech Presentations, 201, 203, 

228. 
Broad Ligaments, 21. 
Bronchial Tubes, 5. 
Brow Presentations. 200. 
Bruising of Child's Head during 

Labour, 177, 283. 
Bursting of Varicose Veins, 123, 

131, 144, 183. 

Canal of Neck of Womb, 20. 
Canal of Pelvis, its direction, 15. 
Cancer of Womb, 123, 131, 160. 
Carbolized OU, 77, 129, 295. 
Carbonic Acid G«s, 6, 7. 
Catheter, How to use, 298. 
Caul, 234. 
Cavity of Abdomen, 3. 
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Cavity of Pelvis, 4, 13. 

Chest, 3. 

Womb, 20. 

Cervical Vertebrje, 3. 
Changes in Womb during Preg- 
nancy, 35, 47. 
Chewing, 6. 
Chest, Cavity of, 3. 
Child, Apparent Death of, 261. 
Death of during Labour, 

230. 
Regular position of at 

Birth, 34, 68. 
Regularpassage of through 

Pelvis, 69. 
Irregular Presentation of, 

190. 

Irregular Size of, 227. 

Irregular Shape of, 229. 

Putting to Breast, 112. 

Suckling of, 104, 113. 

Washing of, 93. 

Childbed, Changes occurring in, 

98. 

Condition of Womb in, 99. 

Discharges during, 99, 

102. 

Fever, 270. ' 

Circulation of Blood, 6, 

Chorion, 26, 27. 

CHtoris, 18. 

Closure of Urethra in Infants, 

282 

of Vagina, 182. 

of Intestine, 282. 

Cold, Use of in Treatment of 
Flooding, 128, 137, 139, 184, 
260, 253, 294. 
Collar-bone, 4. 
Conception, 24. 
Constipation in Lying - in 

Women, 277. 
Constipation in New-born In- 
fants, 284. 
Convulsions, Hysterical, 189. 

Puerperal, 187. 

in Infants, 290. 

Crest of Ilium, 11. 
Cross-bed, 209, 223. 
Cross-births, 216. 

Duty of Midwife in Cases 

of. 220. 
Curdy Slime on Infants, 94, 111. 
Cushion Herb, 298. 



Death of Child, Apparent. 261. 

during Pregnancy, 147. 

^Labour, 230. 

Decidual Membrane, 25, 27. 

Decomposition of Ovum within 
Womb, 148, 232. 

Deformities oi Child, 229. 

Delayed Labour, 54. 

Separation and Expulsion 

of After-birth, 254. 

Depth of Pelvic Walls, 15. 

Descent of Arm or Foot with 
Head, 215. 

of Navel Cord, 206^ 237. 

of Womb and Vagina, 119. 

Development of Ovum, 25. 

Diameters of Child's Head, 33. 

of Pelvis, 13. 

Diaphragm, 3. 

Diarrhcea in Lying- in Women, 
278. 

in Infants, 285. 

Digestion, 5. 

Discharge, Watery and Bloody- 
watery, 140. 

Diseases of Lying-in Women, 
267. 

Dorsal Vertebrae, 3. 

DropSj Hoffmann's 291. 

Duration of Labour, 67. 

of Pregnancy, 24. 

Embryo, 26. 

Posture of, 84. 

Position of, 34. 

Epilepsy, 189. 

Erysipelas in Infants, 289. 

Examination of Women, 39. 

External, 39, 79, 86. 

Internal, 41, 80, 86. 

'- Combined Internal and 

External, 44. 

Expulsion, Spontaneous in Cross 
Birth, 220. 

Expulsive Pains, 62. 

External Haemorrhage, 122. 

External Mouth of Womb, 20. 

Extraction of Head, after Birth 
of Trunk, 211, 212, 228. 

Extra-uterine Pregnancy, 149. 

Eyes, Inflammation of, in In- 
fants, 287. 

Fw»,2,30. 
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Face Presentations, 196. 
Duty of Midwife in 

Cases of, 200. 
Palling of Womb, 119, 120, 166, 

182, 276. 
False Pelvis, 12. 

"Waters, 233. 

Faulty Condition and Position 

of Mouth of Womb, 166. 
Feeding, Artificial, of Infants, 

114. 
Female Genital Parts, External, 
17. . 

Internal, 18. 

Female Pelvis, 8. 
Femoral Rupture, 145. 
Fetus, Death of, during Preg- 
nancy, 147. 
Fever, Child-bed or Puerperal, 

270. 
Fever, Milk, 101, 270. 
Fissure, Grenital, 18. 

Narrowness of, 182. 

Fits, 189. 

Flat Pelvis, 171. 

UniversallyContracted,171. 

Flesh or Blood Moles, 125. 
Flooding, Restoratives in, 131. 
Floor of Pelvis, 17. 
Fontanelles, 31. 
Food Pulp, 5. 
Foot, 4. 

Descent of, by side of Head, 

216. 

Presentation, 201, 205, 225. 

Fore-arms. 4. 

Fore, or Foretelling Pains, 5^. 

Fourchette, 18. 

Freeing Arms, in Contracted 

Pelvis, 210, 212. 
Frontal Bones, 30. 
Fruit Bladder, 69. 

Gall, 6. 

Gastric Juice, 6. 

Gelatinous Navel Cord, 28. 

Genital Fissure, 18. 

Parts, 17. 

Swelling and Inflam- 
mation of, in Child-bed, 
108, 273. 

Organs, Female, 17. 

External 17. 

Internal, 18. 



Genital Organs, Changes in, 
during Pregnancy, 36. 

Glands of Breasts, 23. 

of Intestines, 5. 

Groats, 293. 

Growth of Placenta or Mem- 
branes to Womb, 254. 

Gullet, 6. 

Gut, Twelve-finger, 5. 

Hand, 4. 

Descent of, by side of Head, 

216. 
Haemorrhage, External, 122. 

Internal, 123, 247, 253. 

from Rupture of Womb, 

169. 
——-•— Rents of the Vagina, 

169, 183. 
in the first twenty-eight 

weeks of Pregnancy. 122. 
in the last three montns of 

Pregnancy, 131. 
in the After-birth Period, 

247 264. 

in Childbed, 274. 

unavoidable from Placenta 

Praevia, 131. 
— - from Navel in New-bom 

Infants, 288. 
Head, 2. 

of Child, 30. 

Bruising of, in Birth, 

177, 283. 

!Diameters of Child's, 33. 

Extraction of, after Birth 

of Trunk, 211, 212, 228. 
Irregular Dip, or Inclina- 
tion of, 193. 

Presentations, Regpilar, 68. 

Irregular, 191. 



Heart, 6. 

Audible beat of Child's, 41, 

46. 

Heart-beat, Slowing and Weak- 
ening of, during Labour, 67, 
230. 

Herb pads, 293. 

Hip bone, 3, 10. 

Hips, Breadth of Child's, 33. 

Hoffmann's Drops, 291. 

Horseradish, 295. 

Hymen, 18. 

Hysterical Conynlsionavl^A. 
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Icebag, 294. 

Iliac Artery and Vein, 16. 
Hio-pectineal Line, 12. 
nium or Hip-bone, 11. 

Crest of, 11. 

Projections of, 11, 

Ill-formed Pelvis, 170. 
Inclination or Slope of Pelyis, 

16. 
Infants, Vomiting in New-bom, 

285. 
Inflammation of Eyes in In- 
fants, 287. 
Inflammation of Breasts, 278. 
of External Genitals in 

ChUdbed, 103, 273. 
Influence of Contracted Pelvis 

on Course of Labour, 176. 
Influence of Contracted Pelvis, 

on Course of Pregnancy, 174. 
Inguinal Rupture in Pregnant 

Women, 145. 
Injections, Uterine and Vaginal. 

128, 130, 136, 139, 184, 232, 

250, 253, 297. 
Injections, 82, 128, 161, 190,295. 
Injuries to Bones of Skull, 177, 

283. 
Inlet of Pelvis, 13, 
Instruments, etc., required by 

Midwife, 76. 
Internal Haemorrhage, 123, 247, 
253. 

Mouth of Womb, 20. 

Intestines, 5. 
Intestinal G-lands, 5. 

Juices, 5. 

Inversion of Womb, 257. 
Involuntary Escape of Motions, 
278. 

Escape of Urine, 276. 

Irregular Conditions of Mem- 
branes, 233. 
Irregular Course of Pregnancy, 

116. 
Dip or Inclination of 

Child's Head, 193. 
Irregularities in Connection 

with "Waters, •'235. 
Irregular Head Presentations, 
191. 

Presentations, 190, 

Size of Child, 227. 

Shape of Child, 229. 



Ischium, 11. 

Branches of, 12. 

Tuberosity of, 11. 

Spine of, 11. 

Ischiatic Notch, 11. 

Jaundice in Infant<t, 289. 
Joints, 2. 

Kidneys, 7. 

Knee Fans, 4. 

Knee Presentations, 201, 205. 

Labia Majora, 17. 

Minora, 18. 

Labour in G^eneral, 52. 
— Natural, 63. 

Artificial, 53. 

Untimely (Abortion), 54, 

124. 

Premature, 54. 132, 139. 

Timely, 54. 

Delayed, 54. 

Regular, 54. 

Irregular, 54, 152. * 

Duration of, 67. 

Expulsive Powers of, 44. 

Stages of, 58. 

Proper Bed for, 83. 

Too Rapid, 154, 170. 

Lingering, 208, 273. 

Influence of, on Child, 66. 

Regular Duties of Midwife 

in Cases of, 76. 

Convulsions in, 187. 

Lacteal Fluid, 5, 6. 

Vessels, 6. 

Laterally-contracted Pelvis, 173 

Leeches, 299. 

Leg, 4. 

Ligaments, Utero-sacral, 21. 

Limbs, 4. 

Line, White, 4. 

Ilio-pectineal, 12. 

Linseed, 293. 

Lips, Greater, or Folds, 17. 

Lesser, or Folds, 18. 

Lockjaw in Infants, 290. 
Loin Muscle, 16. 
Lucky Cap, 234. 
Lumber Vertebrae, 3. 
Lungs, 6, 7. 
Bloodvessels of, 6. 
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Ljiiig-inWomen,Nursingof,101. 
Diseases of, 267. 

Marsh Mallow, 293. 
Maturity of Child, Signs of, 30. 
Meconium, 110. 
Membranes, 25, 2(5, 27. 
Membrane decidual, 25, 27. 
Membranes, Irregularities in 

Connection with, 234. 
Attachment of, to Womb, 

255. 

Rupture of, Artificial, 234. 

Spentaneous Bureting of, 

60, 85. 
flenses, 23. 
Midriff, .3. 
Milk Knots, 279. 

Fever, 101, 270. 

Secretion of, 100, 270. 

Tubes, 23. 

Milky Fluid, 5, 6. 

Miscarriage or Abortion, 54, 

124. 
Moles, Blood or Flesh, 125. 

Vesicular, 140. 

Mons Veneris, 17. 
Monthly Periods, 23. 
Months of Pregnancy, 28. 
Motions, Involuntary Escape 

of, 278. 
Mouth, 5. 

Movements of Child, 45, 47. 
Murmur, Placental, 41. 
Muscles, 2. 
Mustard Plasters, 294. 

Napkins, 93, 97. 

Narrowness of Genital Fissure, 
182. 

Navel, 4. 

Ulcer of, in Infants, 288. 

Changes in, during Preg- 
nancy, 37. 

Navel Cord, 26, 28. 

Arteries of, 26. 

Vein of, 26. 

Descent of, 206, 237. 

Descent of, with Foot, 215. 

Encircling Child's Neck, 

90. 

Haemorrhage from, in In- 
fants, 288. 

False Knots on, 28. 



Navel, True Knots on, 28. 

Breaking of, 240. 

IrregularShortnessof, 239. 

Separation of Stump of, 

110. 

Tying the, 92. 

Nerves, 7. 

New-bom Infants, Catarrh in> 

290. 

Nursing of, 111. 

Artificial Feeding of, 114. 

Erysipelas in, 289. 

Signs of Life in, 109. 

Thrush in, 287. 

Jaundice in, 289. 

Some diseases of, 281 . 

Nipples, 23. 

Sore, 280. 

Areola round, 23. 

Notch, Ischiatic, 11. 

Nursing of New-born Infantsy 

111. 

of Lying-in Women, 101.. 

Nutrition, 5. 

Occipital Bone, 30. 

Oil, Carbolised, 77, 129, 295.. 

Organs of Sense, 7. 

Outlet of Pelvis, 13. 

Oval opening, 12. 

Ovaries, 22. 

Ovarian Pregnancy, 150. 

Tubes, 22. 

Overlapping of Bones of SkulL 

75, 177. 
Ovum, Regular Developmeutr. 

of,' within Womb, 25. 
Ovum, Retention of Parts of,. 

within Womb, 130, 255, 273. 

Pains, 54. 

Action of, 68. 

Fore-, or Foretelling, 58. 

Dilating or Preparatorrw 

61. 



Irregular, 152. 



Too Strong, 154. 

Too Feeble, 155. 

Too Painful, 158. 

Spasmodic, 159. 

Weakness of, in After- 

birth Period, 248, 265. 
Parietal Bones, 30. 
Presentatioxi?* c>l,\^^. 
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Parts, Genital, 17. 

Swellingandlnflammation 

of, 103, 273. 
Pelvis, The, 8. 

Female, 8. 

Great or False, 12. 

Smaller or True, 13. 

Axis, or Middle Line of, 16. 

Diameters of, 13. 

Inlet of, 13. 

Outlet of, 13. 

Cavity of, 4, 13. 

Canal of, 15. 

Floor of, 17. 

Height of Walls of, 15. 

Bloodvessels of, 16. 

Slope of, 16. 

Determining Size and 

Form of, 43. 

Ill-formed, 170. 

Too Wide, 170. 

Too Narrow, 170. 

Universally Contracted, 

170. 

Flat, 171. 

Universally Contrac- 



ted, 171. 

Doubled in, 172. 

Funnel-shaped, 173. 

Laterally Contracted, 173. 

Twisted, 173. 

Narrowed by Bony Tu- 
mours, 174. 

by badly united Frac- 
tures, 174. 

by Tumours of Soft 

Parts, 174. 

Narrow, Influence of, on 

Pregnancy, 174. 

Influence of, on La- 
bour, 176. 

Duties of Midwife in 

Cases of, 180. 

Pelvic Presentations, 202. 

Danger of, to Child, 

206. 

Duty of Midwife in 

Cases of, 207. 

Peppermint Tea, 292. 

PerinaBum, 17. 

Rupture of, 259, 260. 

Supporting the, 88. 

Peritonaeum, 21. 

Piles, in Lying-in Women, 278. 



Placenta, 26, 27. 

Adherent, 254. 

Praevia, 132. 

— — Retained, 256. 
Placental Murmur, 41. 
Plugging the Vagina, 129, 136, 

250. 
Polypus of Neck of Womb, 123, 

131. 
Poultices, 293. 
Powers of Labour, 54. 
Pregnancy in General, 24. 

Abdominal, 160. 

Changes in External Geni- 
tals in, 36. 

Management of Breasts in, 

52. 

Ovarian, Tubal, etc., 150. 

Vomiting in, 38, 146. 

Certain signs of, 45. 

Probable signs of, 45. 

Uncertain signs of, 46. 

Time, Reckoning of, 46. 

Regular Course of, 24. 

Duration of, 24. 

Changes in Female Body 

during, 34. 

Months of, 28. 

Scars of, 37. 

Plural, 242. 

Duty of Midwife in, 60. 

Irregular Course of, 116. 

Permature discharge of Waters, 

166. 
Presentation of Breech, 201, 203, 

Brow, 200. [228. 

Face, 196. 

Back of Head, 178, 194. 

of Front part of Head, 179. 

Foot, 201, 205, 226. 

and Cord, 215. 

of Knee, 201, 205. 

Irregular, 190. 



Projections of Ilium, 11. 
Promontory of Sacrum, 10. 
Puberty, 22. 
Pubic Arch, 12. 

Articulation, 10. 

Bone, 11, 12. 

Puerperal Convulsions, 187. 

Fever, 270. 

Putridity of Waters, 157. 

Rashes, Watery, 289. 
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Rawness, or Scald in Infants, 
286. 

Rectum, 5, 18. 

Regular Position of Child at 
Birth, 68. 

Regular Passage of Child 
through Pelvis, 69. 

Respiration, 5. 

Restoratives in Flooding, 131. 

Retained After-birth, 256. 

Retention of part of Ovum 
within Womb, 130, 256, 273. 

Retention of Urine during La- 
bour, 159. 

in Childbed, 106, 275. 

Retroversion of Womb in Preg- 
nancy, 116. 

in ChQdbed, 276. 

Ribs, 3. 

Rickets, 172. 

Round Ligaments of Womb, 21. 

Ruptures, 146. 

Strangulation of, etc., 146. 

in Infants, 289. 

Rupture, Artificial, of Mem- 
branes, 234. 

Spontaneous, of Mem- 
branes, 60, 86. 

of Navel Cord, 240. 

of Perinaeum, 259. 

of Vaginal Arch, 168. 

of Womb, 167. 

Sacro-iliac Articulations, 10. 
Sacrum, 3, 9. 

Promontory of, 10. 

Saliva, 5. 

Salivation in Pregnancy, 38. 

Scald in New-born Infants, 286. 

Scalp Tumour, 62, 76, 283. 

Scars of Pregnancy, 37. 

Secretion of Milk, 100, 270. 

Sense, Organs of, 7. 

Shortness of Navel Cord, 240. 

Shoulder Blade, 4. 

Signs of Maturity of Child, 30. 

of Pregnancy, 45. 

Uncertain, 46. 

Size, Irregular, of Child, 227. 

and form of Pelvis, 43. 

Sekleton, 2. 
Skin, 2, 7. 
Skull, 2. 
Child's, 30. 



Skull, Child's, Diameters of, 33. 

Injuries to Bones of, 

177, 283. 

Overlapping of Bones 

of, 75, 177. 

Slope of Pelvis, 16. 

Sloping of Womb to Side, 162. 

Forwards, 163. 

Sore Nipples, 280. 

Sound of Child's Heart, 41, 46. 

Slowing and Weaken- 
ing of, 67, 230. 

Spasm of Womb in After-birth 
Period, 254. 

Spinal Column, 8. 

Marrow, 3, 7. 

Spine of Ischium, 11. 

Spittle, 5. 

Spontaneous Expulsion in Cross 
Birth, 220. 

Stages of Labour, 58. 

Starch, 293. 

Stomach, 5. 

Stone-child, 152. 

SuckHng of Child, 104, 113. 

Sutures, Coronal or Crown, 31. 

Frontal, 31. 

Posterior, 31. 

Temple, 31. 

Sweat, 7. 

Swelling of Breasts of New- 
born Infants, 289. 

Symphysis Pubis, 11. 

Syringe, 76, 296, 297. 

Tea, Fennel, Camomile, Elder 

Flower, etc., 292. 
Temple Bones, 31. 

Sutures, 31. 

Thermometer, 108. 

Thigh, 4. 

Thrush, ^87. 

Time-reckoning of Pregnacy, 

Tongue-tied, 282. [46. 

Trachea, 6, 

Triplets, 246. 

Trunk, 3. 

Tubal Pi-egnancy, 149. 

Tubes, Bronchial, 6, 

Ovarian, 22. 

Tuberosity of Ischium, 11. 
Tuft-Membrane, 26, 27. 
Tumour (Birth-) of Scalp, 62, 

75, 283. 
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Tumour, Blood- of Scalp, 283. 
Blood- of Vagina and Ex- 
ternal G^nitalSj 185. 
Turning, Operation of, 223. 
Twelve-finger G-ut, 5. 
Twins, 242. 
Tying Navel Cord, 92. 

Ulcer of Navel, 288. 
Umbilical Rupture, 145. 

in Infants, 289. 

Upper Arm, 4. 
Urethra, 7, 18. 

Closure of, 282. 

Opening, or Mouth of, 18. 

Urine, Ketention of, in Labour, 

159. 
Urine, Retention of, in Child- 
bed, 106, 275. 
Urine, 7. 

Drawing oflP, 85, 106, 159, 

277, 298. 

Involuntary Flow of, 277. 

Use of Cold in Trffttment of 

Flooding, 128, 137,' 139, 184, 

260, 2^, 294/ 
Uteru8,TK). 
Uterine Spasm in After-birth 

Period, 254. 
Uterine and Vaginal Injections, 

128, 130, 136, 139, 184, 232, 

250, 253, 297. 
Utero-sacral Ligaments, 21. 

Vagina, 18. 

Vestibule of, 18. 

Descent of, during Labour, 

182 

Rents of, 182, 183-4. 

Changes in, during Preg- 
nancy, 3t). 

Contraction or Closure of, 

181. 

-—-Plugging the, 129, 136, 250. 

Vaghi^l Arch, 20. 

— Rupture of, 168. 

Entrance, 18. 

Portion of Womb, fO. 

Vapour, Watery, 6, 7. 

Varicose Veins, 143. 

Veins, 6. 



Veins, Knotted, 142. 

Bursting of, 123, 131, 

144, 183. 
Venereal Disease, 185. 

Discharges, 185. 

Ulcers, 186. 

Vertebrae, 3. 
Vessels, Lacteal, 5. 
Vomiting in Infants, 285. 
in Pregnancy, 38, 146. 

Walls of Abdomen, 4. 

Warm Poultices, etc., 293. 

Warts, Venereal, 186. 

Waters, 26, 27. 

False, 233. 

Irregularities in connec- 
tion with, 235. 

Premature discharge of 

156. 

Putridity of, 157. 

Membrane, 26f 27. 

in the Head, 828. 

Watery IVeelling (CEdema), 142 

r^ Ht Infants, 289. 

Werltlurse, 111. 

White Line, 4. 

Windpipe, 5. 

Womb, 20. 

Broad Ligaments of, 21. 

Round Ligaments of, 21. 

Changes taking place iu, 

in Pregnancy, 34, 47. 

Changes taking place in, 

in Childbed, 98. 

Faulty Condition of Mouth 

of, 166. 

Descent of, in Pregnancy, 

119. 

in Labour, 165, 182. 

in Childbed, 120, 275. 

Inversion of, 257. 

Leaning of, tooneside, 161. 

Leaning of, forwards, 103 

Retroversion of, in Preg- 
nancy, 116. 
in ChUdbed, 275. 



Rupture of, 167. 



Yolk, 25. 
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